With}a corporatd limits 


=e 
> Me Ni AE tour STATE 

Sete i °3 Allegany maryiano || © Maryland coun’ Allegany 

£3 3 ~ B. CITY OR TOWN (If autside carporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, wrile RURAL and give nearest town) 

g 8 RURAL and give nearest town) 

2 22 Cumberland 9 mberland 

1 2 2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
o £4 OR INSTIT! oN ON A FARM? 
¢ 3s Allegany County Infirmary hl2 Furnace eC ves] NOR] 
2 £6 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
ae; DECEASED OF 

$1 Rivest print) A Ira Ss. Anderson dtATH Septembe 19 
ee 5. SEX 6. COLOR OR RACE [7. married [EPKever MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAP]IF UNDER 24 HRS, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificote be executed wii 


v! 
T 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
re ARYS CERTIFICATE OF DEATH 


090g 5 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before a 


& birthday} [Months Days | Haus Min. 


\_ Male White |wirowet _owvorceo 6/3/1892 


uh 
i, ji USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
metired -“Barber Barber Maryland > Broth 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Marion Godfrey Anderson Bessie Shook 


vi as DECEASEDEVER IN U, $. ARMEO FORCES? 


uppnewn) (8 yes, gve wor or dates of service) 


16. SOCIAL SECURITY NO. 


7 weowant PO, Box 599 *“" Cumberland,Md. 
Allegany County Infirmary Records 


18. CAUSE OF DEATH [Enter only ane cause pes line for (a), (b), and (c).] Le INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: = 
IMMEDIATE CAUSE po AL 5 Vy Sie ese Se 


ONSET AND DEATH 
if any, which © nWataTha 8 40 Céhs7 Pritt? £2 iG 


ove rise to immediate 
g ia 


Then please remove carbon popers. 


the registrar prior ta burio!, cremation, or remavol, ond in ony event within 72 hours after death. 


is certificate has been signed by the attending physicion and completely f 


© 
& cause (a), stating the under: 5 } nee 
g*5 lying cause lott. te = Owbosh ‘ = ve 
BBs 3 Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TE! RY 1(0) 19. Was AuTOPsy 
(ees a SS ee RFORMED? 
463 $ ves NO 
Po2 © [200. ACCIDENT WAS UNDERLYING C)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port t or Part It of item 16.) 
s & | OR CONTRIBUTING [ CAUSE OF DEATH 
sok G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
oS 6 G [20c. TIME OF INJURY Month, Doy, Year ]70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or tawn) (County) (State) 
$28 Fay Hour o.m. While Aorsnile foctory, street, affice bldg., etc. 
5 2 19 at work [] at wark 
Bf 5 
es oI 2.1 ae, attended the deceased fram.___. (/23/53... 19s ae HG aes EIST. ess .that | last saw the deceased 
<2 . 
eg 3 alive an__7/2f0f Oaks coe and that death occurred ab:0 7 fram the causes and an the date stated abave. 
= Os ADORESS (Street, city or town, state) DATE SIGNED 
SB ACTUAL 
pes / SIGNATUR > 49 Greene St. ee eee 9/6/57... 
eae 
ies Y ‘ 
23 Keating Dre L. B. Mathews errs (meg Ce ee, ase 
a 720. BYRTAL, CREMATIO ic NAME OF CEMETERY Of CREMAT ity. tawny or county), 
sos BEMOVAL (Specily C 
Ens dy) uni7 Lip 
= a DIRECTOR SsIGATURE Hae E y 
SANS (4) Ou, ae 
Mors s A Awl AT = + ig yy BR. 


¥°A nvaing 


LS6l OT das 


OS araoal.. 


ab alrite _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
W ibs PORE i 


939 CERTIFICATE OF DEATH Reg. Dist, 2 19087 


1, PLACE OF DEATH 


F @. COUNTY 
ALLEGANY ELEN. 
b. CITY OR TOWN (If outiide corporate limits, write | ¢ LENGTH OF STAY IN 1b 


RURAL and give nearest town) 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 


MARYLAND ® COUNTY ALLEGAN Y 


¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neases! tawn} 


hours ofter death; Page £ 
in by the funerol director, 
ond 2 should be filed with 


CUMBERLAND TLOAYS x rural Mt, SAVAGE 
é d. NAME OF HOSPITAL {If nat in hospital, give eet address) STREET ADDRESS 4S RESIDENCE 
50 OR INSTITUTION - ON A FARM? 
MEMORIAL HOSPITAL ves] nol] 
I~ 3. NAME OF First id Lost 4, DATE Month Doy Yeor 7 
DECEASED 
a: {ype rer print BABY BOY BISHOP BEATA SEPT. 2] suai 
2 $. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [ | 8. DATE OF BIRTH % fa ay IF UNDER 1 YEAR! 1F UNDER 24 HRS. 
Jost birthdo : 
é MALE WHITE widows [) pvorcto] |SEPT. 19,19 y ia cg Min. 
a 10a. USUAL OCCUPATION (Give kind of wark done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
of during most af warking life, even if retired) 
« one CUMBERLAND, MARYLAND] W.S.A. 
@ 
£ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 JAMES N. BISHOP DAWN CATHERINE MICHAELS 
3 1$. WAS DECEASEDEVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
4 | Tes, 00. or unten) IME yes, give wor or dates of rervice) 
e ; No None (EMORIAL HOSPITA 


INTERVAL BETWEEN. 

ONSET AN 
IMMEDIATE CAUSE (c! 

17, 

/ ee DUE TO 


18. CAUSE OF DEATH [Enter only one couse per line We b). ond {¢).] Ayu yy = Ss 
PART 1. DEATH WAS CAUSED BY: - / é 
1) ed ree (ALO WAV aia 


Then pl 


Conditions, if any, which te 
Gove rise ta immediote 
cause (a}, stoting the under. ( OVE TO 
lying couse last, te 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vap] 19, rete 
NO 


PERF D? 


oO 


YES 


20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Port It af item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


icate has been signed by the attending physicion and completely 


MEDICAL CERTIFICATION 


2c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY GCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) {State} 
Hour o. m, While Merial factory, street, office bldg., etc.) ! 
p.m. 19 _|ot wark [] ot work} ! 
7 q s > C} i, Py 
21. U certit ee attended the deceased fram.__? fe, WEL tot mf... 19S Zthat | lost saw the deceased 
alive on_* ~ 9:07Am, from the causes and an the date stated abave. 


a SS (Street, 


L DIRECTOR: After this ce 
page 3 should be detoched far use os the burial-transit permit. 


te il -, and that death occurred a’ 
PHYSICIAN'S. 
NAME (Type) VRE PONG 0G S ie 6) rs a i ee 
226. BURIAL. (CREMATION, | 22b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION jCity, town, or county) (Stote) 
EMOVAL iSpefify) | c> O 1? j y 
Bs AALS = =: f Aid AA dtidhAdy . Gomi dyn A bAA LAAN SHAAN Ane” 
ERAL DIRECTOR'S SIGNATURE ory ADORE: A regio ey REGISTRAR | 24b. REGISTRAR'S SDN arg 
VS AIS (4) f & } } if oO an H/ 4 y 4 
Tea 9/38 GOAWESD [Yl Lt ays, P¥ttsedbias pat |p KYA 2 TS AGLY AGRA) LLd. 


o60aguxvi ee Aeting kepid a 


etained by the hospit 


the registror priar to burial, cremation, ar removal, and in ony event within 72 he 


may, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 
or ottending physicion 
TO FU 


anh 


oy 
© 
& 
S 
e 
= 
3 
3 
3 
uy 
‘3 
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= 
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in by the funeral director, awl 


4 


Pages’ Wand 2 shauld be filed with 


Then please remove carbon papers. 


, cremation, ar remaval, and in any event within 72 haurs after d 


ed by the haspital or attending physician. 
DIRECTOR: After this certificate hos been signed by the attending physician and completely fil 


should be detached for use as the buriol-transit permit. 


re 
the registrar prior ta buri 


poge 


may 
TO Fu 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


9082 CERTIFICATE OF DEATH 


09888 


Reg. Dist. No. 


“is 


1, PLACE OF DEATH 


F Allegany 


b. CITY OR TOWN (IF outside erate limits, write 
RURAL ond give nearest town! 


ros 


&. NAME OF HOSPITAL # not in hospital, give street cme 


oe 45 Mill Street 


2, USUAL algal {Where deceased lived. 


secgibens id Maryland 


, d. STREET ADDRESS. 


—_45 Mil) eet 


If institution: Residence before admission) 
©. STAT b. COUNTY 


A 


eZ any 


cc. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate timits, write RURAL ond give nearest town) 
b Vrs Hs ostb g 


e. 1S RESIDENCE 
ON A FARM? 


yes (9 No 


3. NAME OF First Middte Lost a Bae 
DECEASED 


(Type or print) LEWIS Je BITTNER 


5. SEX 6. a OR RACE | 7. MARRIED (] NEVER MARRIED [-] |. DATE OF BIRTH 
widowed Ki] ovorceo 1] | 2=22~1881 
Wa. USUAL OCCUPATION (Gi * ‘of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 
during most of eno life, even if retired) 
Own business Somerset County 


9. AGE (In years 
lost ies 


ys. 


Month 


Day Year 


7 19 57 
IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Months] Doys Min. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A 


Carpenter 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


David Bittner ers 


=e! 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT 
Tes, no, oF unknown), {If yes, give wor or dates of service) 
No None None 


Md e 


e b je 


Robert Bittner 46 
18. CAUSE OF DEATH [Enter only one couse per ling-for (0). (b). ond off Lomtsp Le, 
PART 1, DEATH WAS CAUSED BY: t. 
sm pce. IMMEDIATE CAUSE (o} A Ai Ei f 
33/xX DUE TO 
Conditions, if any, which tb 
gove rise to immediote 


cose (0). stoling the under- 
lying couse losl. 


~PA£ACH4 

LAMA 

DUE TO 
{¢) 


INTERVAL BETWEEN. 
ONSET AND (3 EATH 


Y tatz 


20a. ACCIDENT WAS UNDERLYING C) | 20b. DESCRIBE HOW INJURY OCCURRED. [Enter noture of injury in Port | or Part Il of item 18.) 
‘OR CONTRIBUTING C) CAUSE OF DEAT 
(lf EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, ed Year |20d. INJURY OCCURRED 206. PLACE OF INIURY (Home, form, | 20F. (City or town) 
Hour o. m. While Not stile esas eet wile ap tN, 
p.m. jot work [7] of work H 


21. | certify that | a! naa deceased fram, S38 ed. Py CAN, 105; te. 
alive an. ie pa, 242. and nt death accurred oth i) 


ADRESS (Street, sity grRown, 
PHYSICIAN'S 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURI 


Patt I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. is AUTOPSY 


PERFORMED? 
yes NOX] 


(County) {(Stote) 


aL 194 Ahat | last saw the deceased 


a , fram tie causes and an the date stated abave. 


LAG, DATE SIGNED 


NAME (Type) 
“Tate. NAME OF CEMETERY OR CREMATORY 


Wo. BURIAL, CREMATION, | 2b, DATE THEREOF 
REMOVAL (Specify) 
Ri 5 9-9— Fros 


24a, RE ow react 
BATE fod 


7. Llib (City. town, or county) 


(Stote) 


Sacer siggy I) ” 
LLM = ICE. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9669 
9099 CERTIFICATE OF DEATH ete, ee 


/* hw oe OF DEATH Ee ite RESIDENCE (Where deceased lived. If institution: Residence before odmissi 


(wy Allegan: aM Maryland °°" Allegan 


. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
RURAL and give nearest town) 
R. D. 1, Mt. Savage 


d. NAME OF HOSPITAL {If not in hospilol, give street 120 d. STREET ADDRESS . @. 1S RESIDENCE 
gD INSTITUTH oy ON A FARM? 


i, Mt. Savage ves} NO) 


3. NAME OF First Middl 4. Dal 
DectaseD ue jel tont TE Month Doy Year 


type or Print lia Melissa _Brailer | beam Sept. 15th, 1» 57 


$. SEX 6, COLOR OR RACE | 7. MARRIED, A] NEVER MARRIED. Oo 8. DATE OF BIRTH 9. AGE (In yeors If UNDER 1 YEAR] IF UNDER 24 HRS. 
~ oa id Day: ae, 
Female | White |woowom  ovocoo | Jan. 25th.188 weodbes 


VOo. USUAL eee wars {Give kind of work done] 10b. KIND OF BUSINESS OR | RY | 11. BIRTHPLACE (Stote or foreign a 12. CITIZEN OF WHAT COUNTRY? 
ope most of wort bc even if retired) F 


Housew: Housework home| Pennsylvania USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William Gibson Rebecea Grant 
ee aa a AT ete 16. SOCIAL SECURITY NO. |17. INFORMANT Addren 
215-10-123§ John Brailer,R.D.1, Mt.Savage, Md, 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


: ONSET AND DEATH 
PART I. DEATH Mfolatr canst o)__Arteriosclerotic Heart Disease 1 Se 


¢ DUE TO 
if any, which (o 


md 


24 hours ofter death: Page 4 
in by the funeral director, 


r 


te has been signed by the attending physician ond completely fi 


Then please remave carbon papers. Pages | ond 2 should be filed with 


the registror prior to burial, cremation, ar remaval, and in ony event within 72 hours after deoth. . 


gove rise to immediote 
couse (o}, stoting the under, ( PUETO 
lying cavse lost. io) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}| 19. WAS AUTOPSY 
None PERFORMED?. 
ves] Noe 
‘200. ACCIDENT, + UNDERLYING () 20b. DESCRIBE HOW INJURY. RED. (Enter noture of injury in Port | ar Port II of item 18.) 
OR CONTRIBOTING C] CAUSE OF DEATH 
(IF EITHER NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, ‘20d. INJURY OCCURRED] 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour oo. m. While Not whi foctary, street, office blag:, ete.) | 
jot work [] of wy o ' 


ai Sat that | attended the deceased fram.__.June.5.__., 1956., to Sent. A5_., 19.57 thot | lost saw the deceosed 


P.M, from the couses ond an the date stoted obove. 
ADDRESS (Street, city or town, state) DATE SIGNED 


MEDICAL CERTIFICATION. 


toined by the hospital or attending physicion. 


L DIRECTOR: After this cer! 


PHYSICIAN'S 


NAME (Typo ein, M.D. Tis peaeihd Frostburg, Md. 
h ay cee IN, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) {Stote) 
9-18-57 St.Patrick's Cemetery, Mt. Savage, Md. 
23. ee DIRECTOR'S SIGNATURE ADDRESS: ‘2d. REC'D BY REGISTRAR Bi be ale org . 
Joseph R. Durst, Frostburg, Md. Pian yes [/ 
ie 


* 


page 3 should be detached for use os the burial-transit permit. 
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3A Avian 


> das 


& 
Danse 


Prin MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 


JOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Pag 


corporate Henits 


949 CERTIFICATE OF DEATH 


Reg. Dist. 


tad : 


ce - 

Se i insti i 

2 1, PLACE OF DEATH 2. USUAL RESI Tf Hiposed lived. If insti nT" 

Fi 3 M @. COUNTY OSTA MARY CARD LCO J 

= 2ROROOOHIROOGW RE ORR Dip 

ro) 8 _ b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outude corporote timits, write RURAL and give nearest town’ 

3 RURAL ond give nearest town) 

52 * 

“> rt is Pa 

2 g d. tp eatoa (If nofin hospitol, give street address) d. STREET ADDRESS « :. May eo04 

=a IN 

re - R.F.D, #1, Cash Valley Road ves] Not] 

= 5 E OF Middle low (4. DATE Month Doy Year 
= DECEASED OF 

* (Type oF print) KARI 3 BUTLER DEATH 

oe 5 SEX 6. COLOR OR RACE |7. MARRIED PR] NEVER MARRIED [} | 8. OATE OF BIRTH yi 

ze lost birthdoy) 

= MA P wioowen]_ovorceoO) |696 -1880 ae 

IS ] 100, USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

8 during most of working life, even if retired) : ‘ 

2 4|_Architect Building trade 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


ion on 


KENNEDY # BUT R 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT ‘Address 
(Yea, no. oF unknown) Ut yes, give wor er dotes of tervice) 
J No one By ‘ fe ER. OV] 


1B. CAUSE OF DEATH [Enter only one couse per line fr (a). (b). ond (c}-] / INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 


ONSET AND DEATH 
IMMEDIATE CAUSE (0! 


Then please remove corbon papers. 


ze' 
“ oO QUE TO 
Canditions, if ony, which e Jo S$ “pr. 
Gove rise to immed 
couse (a), stoting the under. ( DUE TO 
lying couse lott. {ey 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. was Qurotsy 
CONTRIBUTING TO DEATH | - 
ves(] not] 
20. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 41 of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy. Yeor |20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form. | 20f. (City or town) {County) {State) 
Hour o. m. While Not while foctory, street, affice bldg.. ete.) | 
p.m. 19 Jot work (J at work 1 


21. | certify that | attended the deceased from_{. 739 . wf, to FZ— © =, 19:5 Zthat | last saw the deceased 


alive one. At. ee. /__., \_....-, and that death occurred a6 _M, from the causes and on the date stated above, 


7 


ADORESS (Street, city or town, state} DATE SIGNED 
sittin LS = ete Pi, ey RDS. ee ee 
neces C( 2, mmeRy awn U, 


Zz 
g 
g 
& 
= 
5 
2 
Vv 
z 
oe 
5 
8 
= 


DIRECTOR: After this certificate has been signed by the ottending physic 


page 3 should be detached for use as the burial-transit permit. 
the registror prior to burial, cremotian, ar removal, ond in any event within 72 hours after di 


Fetained by the hospital or attending physician. 


q i Mt im te hl CE 4 hs ot a Sp ne eee A ER AA, Oe Se ee A 
4 ‘220. BURIAL, CREMATION. 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY ‘Td. LOCATION (City. town, ar county) (Stote) 
x32 Bieiat” | 9/10/1957 |Rose Hill Cemetery Cumberland, Md. 
2 2 1 23. FUNERAL OIRECTOR’S SIGNATURE ADORESS. 46. D BY REGISTRAR 2ab, REGIST) RS igs 4 
VE As (0 William H. Kight, Cumberland, Md. Jabs 7 Mes Crrth tx / Yd) 
2, 


* "A qvauns 


ie aro 


_Wietpa corporath nm): MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09051 
DR. W.F. WILLIAMS Q(jA CERTIFICATE OF DEATH 


<% Reg. Dist. No. 
< = Mir PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoved lived. If iaitution, Residence before odmiion) 
gs ses ALLEGANY marviano |} ° *"*'MARYLAND b. COUNTY ALLEGANY 
Bie b. CITY OR TOWN (If outtide corporote limils, write |< LENGTH OF STAY IN Ib || _c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest lown) 
sa RURAL and give neorest tawn), 
32 CUMBERLAND 156 DAYS CUMBERLAND 
238 2 NAME OF HOSPITAL (not in Boupicl, give svel oddren) d. STREET ADDRESS 015 RESIDENCE 
pe MOR IAL HOSPITAL 150 THOMAS STREET ves (J No (X 
2 acd ——— 
£5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
+. Heccei MARY WILHELMINA __CLARK Baw SEPTEMBER 4 195] 
e 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR] IF UNDER 24 His 
= | lestebarthdoy) [Months] Doys | Hours Mi 
¢ FEMALE WHITE wivowep K]__—oivorceo(] | NOVEMBER 1884 rn. 
iy , |¥00. USUAL OCCUPATION (Give kind of work done] 100. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
2 { during most of working life, en if retired), 
: Wank “Practical wurse- CUMBERLAND, MO. UsSeAe 
2 FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 GEORGE A. HADRA ELIZABETH MUDGE 
8 Fis, WAS DECEASEDEVERIN'U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. ]i7. INFORMANT ‘Address 
PS; ao teclerin air w is Or Gr Bat or: 1eretee) 
iB O no . ‘ 4_o27% MEMORIAL HOSPITAL = CUMBERLAND, MARYLAND 
e =24.) 
§ 18. CAUSE OF DEATH [Enter only one cause perdiripttor (0). (b). ond (c)-] INTERVAL BETWEEN 
a PART |, DEATH WAS CAUSED BY: pea cg DA 
£ IMMEDIATE CAUSE (o} 
= DUE TO 
Conditions, if any, which mA 


gave cise ta immediate 
couse (a), stoting the ynder- 
lying couse last. ¥ ©) 
eee ee 


ronsit permit. 


5 PARRY OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
ce] y ey Fay away ol PERFORMED? 
3 K 2 2b BE He. ves) No PQ 
& 1200. ACCIDENT WAS UNDERLYING L)__ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Par! | ar Port Il af item 1B.) 

& [OR CONTRIBUTING D CAUSE OF DEATH 

& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

2 

 |20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (Caunty) (tote) 
3 Hour a. m. While Not while foctary, street, office bldg., ete.) 4 

= p.m. W Jot work [] ot work [J H 


2). | certify that,! attended the deceased from f= ° ey Ae 119 to = Wie | last saw the deceased 
alive on____* = ei wa, ~-. afd that death accurred a 1227 “A.M, from the causes And on the date stated above. 


DIRECTOR: After this certificate has been signed by the attending physician and campletely fi 


Rene Skeets WILLIAMS So oe Sf. eee ee eee 


Ta. ey nen Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, ar county) (State) 
Al 
Buria 9-7 Rose Hi Cemeter Cumberland, Md 


3 y 
eaves ‘ Z- GE LLY. Mt Rodd | bhytilon 7 
V YZ. Sigtdisa 


retained by the hospital ar attending physician. 


%: 


page 3 should be detached far use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


TO FU 


$7 nvaun 


By, nc =11G\ atl 
U\ NViicl wo Ww 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0905 9 
S 909 CERTIFICATE OF DEATH 


wl 


Z 5 Reg. Dist. No. 
‘29 ¥ 1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institutions Residence before odmisslon) 
e 8 © j 9. COUNTY ead oS Maryland bcoury Allegany ~ 
= oe we 4 Allegany LAND y. es F 
2. Be B. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib & CITY OR TOWN (IF ovtide corporate limits, write RURAL ond give nearest fown) 
g sf RUI pata pet oa town) 
2 $2 avage 50 yrs. 2Mt. Savage é 
= 28 d. NAME OF HOSPITAL (If nat in haspilal, give street address) 7d. STREET ADDRESS . IS RESIDENCE 
eo =% OR INSTITUTION ON A FAR! 
CaS FA YES o. NO. 
2 pts 3. NAME OF Fister ng a Middle low 4. DATE Month 
* % 3 (Type oF print Me fe Ellen Conroy | Sam Sept. 30th, oo 
é 6 COLOR OR RACE 7. MARRIED] NEVER MARRIED4S] | 8. DATE OF BIRTH 9 AGE (In a RLF UNDER 24 HRS. 
oe yy) Month: 
4 winowed[} _ ovorceo ] | Sept. 19th, 1876 ene ia ge ies 
Re I TDo: USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY TI, BIRTHPLACE ae or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dy) mos! ing life, even if retired) 
2 /) Rett PSa “Witss Maryland USA 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
» Timothy Conro Margaret Logsdon 
é 15, WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17, INFORMANT Address 
€ jp | fiero. oF unknown) {It yes, give wor or dates of service) 
= None Mrs.Matthew Campbell, Mt. Savage,Md. 
4 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (c}-] INTERVAL BETWEEN. 
& PART |, DEATH WAS CAUSED BY: ontpecte A ae 3 / OSEAN ome 
§ ; IMMEDIATE CAUSE (a)__ 
= & DUE TO 


Cenditions, if ony, which by 
¢ 10 immediate 4 


stoting the under. ( OVE TO 
lying fost. te 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ne: WAS AUTORSY 


FORMED? 

yes(] NO] 

200, ACCIDENT WAS. ene Qo 20b. DESCRIBE HOW INJURY OCCURRED.-{Enter noture of injury in Port I or Port Il af item 1B.) 

OR CONTRIBUTING D) CAUSE OF 

(IF EITHER, NOTIFY MEDICAL Sa 

20c. TIME OF INJURY Month, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hi 1 20F. (City or town) (County) {Stote} 

dur) was: While Not whj foctory, street, office wtdg.. H ee 
p.m. lat work ([] ot wo H 


21. | certify that | am the deceased from._____ 4%, ML fll. fe? N92 pose a (2.2... 9S Hithat | tast saw the deceased 


alive on__________. Z, L2@.____, \WWS-Z._, ond that death occurred at 2.302, fram the causes and on the date stated above. 
~ ADDRESS (Street, city or town, state) DATE SIGNED 


or ottending physicion. 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR 


DIRECTOR: After this certificate hos been signed by the ottending physician ond completely fi 


page 3 should be detoched for use os the buriol-transit permit. 


PHYSICIAN'S 


NAME (Type) Tp A OSTBI  lye. LL 6 ce 
Zo. Lannea ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ‘or county) a 
“ 
2 Burvate"” |10-3-57 St.Patricks Cemeter Mt. Savage 
2 2 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY Pagal JAR * 
Se Joseph R. Durst Frostburg, Md. be4 ar 


JOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 


Bec by the hos; 


the registrar prior ta buriol, cremotion, or remaval, and in any event within 72 hours ofter 


_ TOH 


¥ A nveuns 


Damose 


te 


WD corporatd feds ‘ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 090 5 


OR. WEISMAN a4 9 CERTIFICATE OF DEATH Reg. Dist. No. 


8 3 in Lai eel 2 wean RESIDENCE (Where deceased lived. If inslitution: Residence befare admission) 

ia * COUN ALLEGANY marvano || °"$HEST VIRGINIA SON MINERAL i 

3 fd } b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [IF outside carporote limits, write RURAL ond give neorest town) > 

5 5\ RURAL ond giv rest town) We 

£2 \— CUMBERLAND t_ DAY RIDGELEY FS x 

2 i= d. Joie HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. ee ne 

a CC MERIOR IAL HOSPITAL 32 KNOBLEY STREET vet] Now 

Bal 3. NAME OF First Middle fost 4. DATE Month Doy Year 
a; el WILLIAM CAMBRIDGE CORNELIUS Siam SEPTEMBER 2019 57 


7. MARRIED [_] NEVER MARRIED ‘| 8. DATE OF BIRTH AGE (In years [IF UNDER } YEAR] IF UNDER 24 HRS. 


°. 
wipowen K] pivorceo [} SEPTEMBER 22 j1e7p "aE oe morse] Penta Aes 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


5. SEX 6. COLOR OR RACE 
MALE WHITE 


1a. doin may said be OA ee 10b. KIND OF BUSINESS OR INDUSTRY 
RETIRED CARPENTER| Self employed PENNSYLVANIA U.S.A. 
3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
1 |) “CorweLius, wiLttam x, SURES Mary B. Taylor 
5 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
way alles tee MEMORTAL HOSPITAL = CUMBERLAND, MO. 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only one cause per line for (a), {b), and (c).] ERVAL BETWEE? 
Al ATH 


rar ceases cwssan, AZASSIVE  /AVZIRA CEREBRAL 


ee  FIRTER(OSCLE Roc CARD IOV, 
mero ONS EAKE 


(c) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lo) | 19. Res 
mt 


Then please remove corbon papers. Pages ! ond 2 shauld 


the registrar priar ta burial, cremation, ar removal, and in any event within 72 hours ofter death. 


es that the death certificate be executed within 34 haurs after deoth. Page 4 


200. ACCIDENT WAS_UNDERLYING [] | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [J CAUSE-OF_DEATH — 
{IF EITHER, NOTIFY MEDICAL EXAMINER) > F 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20¢. AGES ‘OF INJURY (Home. form. | 20f. (City or town) (County} (State) 
Hour 9, m. i ashe — eT, OCS BSG, ey }—— 
p.m. 4 fat work [_} ot work QO. 4 


ive on... 7! ef AES i i Sf, and that death ecuptedea at. iB, fram the ¢ causes ane an the date stated abave. 


DATE SIGNED 
“ye Sele ae WS Or5eceer ee 


Zz 
Q 
= 
< 
Ss 
= 
Pa 
fet 
o 
< 
a 
6 
ted 
= 


ir 
ed by the haspital ar attending physician. 
L DIRECTOR: After this certificate hos been signed by the attending physicion and campletely f 


page 3 shauld be detached for use as the burial-transit permit. 


PHYSICIAN: 
NAME (ype) DR. WEISMAN Cen fe ON = EY ae 
‘2a. BURIAL, CREMATION, | 22b. pis THEREOF ‘Wc, NAME OF CEMETERY OR CREMATORY (State) 
> SOV Geman B-S7IC f 
e Advi LL, AcAstl Cesirbet Qe 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


'23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


fn a 4 


wang? Mem C. Ahir pee et pay Dios LAA). 


BA AVIUNg 


L561 ge gy 


a 
lA II) SC) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 19054 


ce aca MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


cremotion, a 
E 


18. CAUSE OF DEATH [Enter only ane cause per fine far (0), (b), and (c).} INTERVAL Between 


§ i QD A Reg. Dist. No. 
£3 1, MAGE OF DEATH 7 2. USUAL RESIDENCE (Where deceated lived. If Institution: Residence before odmissian) 
2 . : ; 
25 5 marviano {| & STATE Wits B.COUNTY 165 Herald 
eg 2 b. CITY OR TOWN (if ounide ied iets, write aa c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL a give negrest town) 
32 2 CiMbeftand rs. Ridgel Jue vi 
hy 2 i) 4. NAME OF HOSPITAL OR INSTITUTION (IF nat in one give street oddress) od. STREET ADDRESS +. 15 RESIDENCE 
° 2 it" 
2835 D.0.Ahat Memorial Hospital R.F.D.#1 ves C]_NO Lk 
sae 3. NAME OF First Middle Lost 4. DATE Month Py Yeor 
rete {ype or pen Clarence Hetzel Cupp bam Sept. ali w 7 
Bes Se 5. SEX 6. COLOR OR RACE |7. MARRIED Gj) NEVER MARRIED [.]| 8. DATE OF BIRTH %. ae IF UNDER 24 HRS. 
2 : 
ote male white  |wwowog owvoreoO | Sent. 24-1892 64. [Beni |r | ict 2 
oF Tog, USUAL OCe See rition {Give kind of wark: dane] 105, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State ar foreign country) 2. CITIZEN OF WHAT COUNTRY? 
aN Ue even if reti 
Bee I a orer- oreroom Dept.B&O.R.Ry. Cumberland,Md. U. Sekt 
are 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
god Geprge Cupp Lucy Day 
Bae 15, WAS DECEASED EVER IN U.S. ARMED FORCES? [ie SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
Ps Aisi td te W vad, 95 for deta peer phe: A e P 
sts ii yes WeWel 232-26-17'44(wife)Matilda Cupp, Ridgely, W.Va.Rt/#1 
3 / 
= 
Fa 
E 
s 


€ 
3 
73 
s 
S 
¢ 
5 
o 
2 
x 
3 
© 
£ 
3Og2 
rere PART J, DEATH WAS CAUSED BY, * 
2 = a IMMEDIATE CAUSE (0) cclusion sudden 
£223 Yaa, ] DUE TO 
gt £ Conditions, 4 shy, whleh ® Coronary sclerosis 
230% Qave rise to immediate couse 
S585 {o), stating the underlying’ OUE TO 
2 ae ie cause last. (2 
° a 3 3 Zz PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo)]19. WAS AUTOPSY 
8 pe A g = a oe PERFORMED? 
Z 5 ~ 3 3 yes(] no 
eae ci & [200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (E f injury i i 
Skee © eager LEASE WAS or OW INJURY D. (Enter nature af injury in Port ! ar Part I af item 18.) 
aa 5 | CAUSE OF DEATH. } 
vo = 
29a 8 S ]20c. TIME OF INJURY “Month, Day, Year [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, farm, 120F. (City or town) (County) (tole) 
Besa 8 Hour a, m. While Nat while foctory, street, affice bidg., etc | 
ae = p.m. 9 at work [] at work [[] ' 
o * * 7. . 
322 £ 21. I certify that | taak charge of the remains described abave, held an Autapsy [_]. Inspection fF], Inquiry (EF and find that 
ae 28 death resulted from: Natural causes [9], Accident [], Suicide [], Homicide [], Undetermined cause []. 
a gUF 
GS o¥ 
aefe acTuat DATE SIGNED 
#2 oa 4 SIGNAT! ap, CHIEF MEDICAL EXAMINER [7] 
> epee od q ASSISTANT MEDICAL EXAMINER [_] 
gas EXAMINER'S. ae 
5 4: 3 NAME (yediie VeDeming M.D. DEPUTY MEDICAL ExaMINERT'] SeDt . 11-1957 
gees © a. BURIAL, CREMATION, |22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, fawn, or county) (State 
= iy. i} 
o%265 REMOVAL AL (Specify) 
° R P ~ 
a S Sep 95 Wine Bap A e) we Virginia 
73. FUNERAL DIRECTORS SIGNATURE ‘ADDRESS ‘2b, REGISTRARS SIGNATURE 
ee Louis Stein, Inc., Cumberland, Maryland YY) 
Siena ouis Stein, Inc., erland, yland. 7) YK Odd) Bah ty) ‘ 


rome i A ekeg Hog 


wa ha MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09095 
“orporath tine JACOBSON =; giy4 CERTIFICATE OF DEATH 


Reg. Dist. No. 


os 
oes 1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admission) 
3 3 . 0. COUNTY WARYLAND . STATE b. COUNTY 
32 fw \ AU MARYLAND A NY 
Bs ' & GITY OR TOWN (lf ouhide corporote limit, write Tc. LENGTH OF STAY IN 16 ||”. CITY OR TOWN {if ouhide corporole limits, write RURAL ond give neores! town) 
= RAND"? DAY: 
¢ 
$2 3 DAYS WESTERNPORT 
= - d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
= s OR INSTITUTION, { ON A FARM? 
pd MEMORIAL HOSPITAL Soney_Run_Road ves) no 
ce 
5 3. NAME OF Fiewt Middl 4. DATE 
ee ‘eat iddle Lost DA Month Doy Yeor 
a 3 {Type or print) OSEPH DRO boil PTF MBER 957 
2 S. SX $ COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] [8 DATE OF elRTH 9. AGE in yaors IFUNDER LVEAR[iF UNDER 27 MRS 
1 tf ir 
i MALE WHITE wibowen PS pivorceo [) 7 pom al Maco Ea] mare 
& TO. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g cing ae vortng tte, ern i cared ‘2. 
€ ! INER — Retire Coal Mining AUSTRIA USA 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 
iM AMBROSE . pro KATHERINE HINEPECK 
3 15, WAS DECEASED EVER IN U, 5. ARMED FORCES? |14. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
E {Yer, no. oF unknown) {It yen, give wor er dates of service], 
g No 236-12-1094 MEMORIAL HOSPITAL 
g 1B. CAUSE OF DEATH [Enter only one couse per line for (0). (6), ond (c).] INTERVAL BETWEEN 
a , » 
§ of MT DFAT MebIATY cause fo. _Broncho Pneumonia 
is “ETI DUE TO 


Conditions, if ony, which Various organisma 


Qove rise 10 immediote 


L DIRECTOR: After this certificate has been signed by the attending physician ond campletely fi 


the registrar priar ta burial, crematian, ar remavol, ond in any event within 72 hours after death. 


= 
ie) couse (0), stoting the under. ( OVE TO 
§ = lying couse fost. {o 
235 5 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
Ras = Q 
S88 5 mphysema 2) ves E]_No 
Cai E [200. ACCIDENT WAS UNDERLYING 1) __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port Il of item 18.) 
Soy & | OR CONTRIBUTING [] CAUSE OF DEATH 
fof © [MIF ETHER, NOTIFY MEDICAL EXAMINER) 
2 2 
os & ]20c. TIME OF INJURY Month, Dey. Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Hoi 1 20F, (City or town) (County) (Store) 
B28 a Hour o. m, While Not while foctory, street, office bldg., etc.) ! 
pee = p.m. 19 lot work (J of work [J ' 
= o 
$23 21. | certify thot | attended the deceased from_.9/19/57....., W, woo f2 ei. , 19..__.,that | last saw the deceased 
i . ; 
eg 8 ative an___9/22 Ni Pel BV oe FS ;-+ and that death accurred ot th 342 flim the causes and an the date stated abave, 
=) 4 ADDRESS (Street, city or town, stote) DATE SIGNED 
vo 
a ACTUAL e 
ze y | |Benatu mo. 50 Pershing Street 9 ofearer, ~ 
c 2 
‘Bey? 
Fe 
a 
© 
a 
& 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after death. Page 4 


Rameiyes_ Samuel M. J&cobson, M.D. Cumberland, Maryland 
CE cn a EI ee he io Ag ee oe ee 
Pp No. Hie ne 7b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 722d. LOCATION (City. town, or county) {Stote) 
be Bier” | sept. 25, 1957 Bloomington Cemetery Bloomington, Maryland 
s 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Fe BCD BY REGISTRAR | 24b. Pelee. SIGATURE 
WsAle) Boal Funeral Home, Westernport, Maryland. i AS LISD hited) (ania INA . 


(bed: 9 Legeata 


¥°A nvaung 


Sol 46 JS 


03, 9 | - 


= Tate| iets MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a __g f#EDICAL EXAMINER'S CERTIFICATE OF DEATH 09056 


s\ ' Reg. Dist. No. 
t ae atk See et DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmi fori 
. COUNTY a8 
ae ©. STATE Pa. COUN’ Bedford 


fA ecan : 
b. — ot acuta corporate lirin, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
Cumberland State Line -near Ellerslie,Md. 


q d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
= x « ON A FARM? 
D.O0.Aj_at Memorial Hospita 75 © ves] NO GR 


ector. Page 4 should be 
i ict, gremoti 
Q ee 


iles. 


File poges 1 and 2 with the registrar prior to bi 


lf ony, deloy is necessary, plecse exe- 


z 2 Rae or First Middle Lost 4, pam Month Doy Yeor 
’ (Type or print) Harold MeClullen Emerick DEATH Sept. 2 19 58-57 
3 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [_]| 6. DATE OF SIRTH 9. AGE (in yon [IF UNDER TEAR] IF UNDER 24 HRS, 
eo Neu Bieweoy) ‘Months | Days ere Min. 

oF male winowen [] _oworceo PR [May 19—- 1910 | 47m. 

o ‘s 3a, USUAL OCCUPATION ee, kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oe during most of warking life, even if relired) 

52 Automatic control man-K-S,.Tire Co. | Bllerslie,Md U.S.A. 

a = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME. 

aS James E. Emerick Anna M.Snowden 

2% 

2 


Cb i ees Cae Aner ae 
(Ye, no, ‘or unl LIF yes, give war or dates of servicn) . 2 
No "196 =10= 091 Md. State Police mbe nd, lid 


INTERVAL BETWEEN, 


“sudden 


18. CAUSE OF DEATH [Enter only one cause per fine for (0), (b), and (c).] 


PART I. DEATH MpbiAtcader fy) 2ntra-abdominal hemorrhage due to torn 


£30X DUE TO 


Conditions, if any, = ©) 


blood vessels from 2 crushed & dislocated 
€ing ¢rushe 


gave rise to immediote cause 


(a), stoting the underlying, OVE TO 
couse lost. _.. (¢ 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0}! 19. Neg ay! 
yes CR not] 
SA Ee 20b. DESERBEHOW MOR PETAR, 1BeaTnoikG OidjurfILPGAV Ge Poa offs) L,Caughnt between. 
CAUSE OF DEATH. Standing in front of Zeep painting it,in Corrigansville 


20c. TIME OF INJURY Month, Day, Year] 20d. INJURY OCCURRED. rie PLACE ence oss ae 1 20F, (City or tawn) (County) {Stote) 
JOU, Ores ot White, Not whi a ; 
SP 1557 |ot work e*Corri absville, Allegany ,Md 


21. L certify thot | took chorge of the remoins a obove, held on ay bel. Inspection [4J, Inquiry rah ond find that 
deoth resulted from: \Noturol couses [_], Accident [Suicide (0, Homicide [], Undetermined couse [[). 


ied to the Chief Medicol Examiner's Office olong with form PM3. 


INERAL DIRECTOR: Poge 3 should be used os 0 buriol-transit permit. 


TO DEPUTY MEDICAL EXAMINER: This certificote shauld be executed within 24 hours ofter deoth. 
cuta the certificote, writing the word ‘pending’ in pencil in ttem 18. Give Po: 


Mp, CHIEF MEDICAL EXAMINER [] ore 
e ASSISTANT MEDICAL EXAMINER [7] 
8 NAME yea «Deming, M.D, DEPUTY MEDICAL EXAMINER (J sé 
£ To. Ronee 2b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, town, or county) (Stote} 
sy specify 
OF Bep 957 _|_ Porter Cemeter Ellerslie, Maryland (rural) 
a, FUNERAL DIRECTOR SIGNATURE "ADDRESS Le EGO BY REGISTRAR [ 24. Rp Ig RAR'S SIGNATURE 
VS. ANSME(S) ds 
pe ee a ae, Harvey H. Zeigler, Hyndnan, Pennsylvania. bof, 4 fied L Garth MA, 


740 tie 


Ors rao gt 


Witpin corporafe limus MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 vary 
Fis: 09057 


DR. WEISMAN.  Qyg CERTIFICATE OF DEATH Reg. Dist. No. 
= ee SAE 
F S ys ily PLACE OF DEATH 2 USUAL RESIDENCE (Where deceoted lived, If institution: Rettdence.befare admission) 
: = b. COUNTY 
$2 ALLEGANY MARLAND MARYLAND wt ALLEGANY 
Pp 3 b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib «¢. CITY OR TOWN (If outside corporate fimits, write RURAL ond give nearest town) 
s RURAL and give nearest town) ee 
a2 DA C MBERLAND 
ok ig. 3 d. Seite Ce HOSPITAL | rT nat in hospital, give street address) d. STREET ADDRESS. e. I ES 
28 ; 
as "WEMOR 1AL_HOSP ITAL (__113 S. SMALLWOOD STREET YS) NO 
£65 3: NAME. oF First Middle lost 4. DATE Month Doy Yeor 
ae. co CURTISS GLENN _ESHELMAN Siam SEPTEMBER 2219 ‘57 
> 5. SEX 6. COLOR OR RACE [7. MARRIED ra] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {in yeon IF UNDER 1 YEAR] IF UNDER 24 HRS. _ 
" i 
r Mae | WHITE woowot. ovenoc? | MAY 26, 1905 | SBM [Rew] com [rom] 
& Wa. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g / ne ‘of RVI SOR life, even if retired) 
: KELLY SPR. TIRE CQ. _ EVERETT, PA. UsSeAo 
8 “113. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
1d GEORGE ESHELMAN MARGARET ESHELMAN 
: 
£ Wee keene 2 Power het daa ea deh cael 16. SOCIAL SECURITY NO. |17, MEMORIA 1 AL HOSP | TAL ” CUMBERLA| ND MARYLA ND 
: O| No 214-07-0012 Z 
2 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c).} INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: a bal ele 
2 IMMEDIATE CAUSE (0 Dluete Delis 
é 
- ra DUE TO. 


gove rise to immediate 


Conditions, if ony, which oo FHeu fe ie pei i oc ia Lok Kesecle os 


L DIRECTOR: After this certificate has been signed by the attending physician and camp! 


rs 


the registrar prior ta burial, crematian, or remaval, and in any event within 72 hours after death. 


= 
18 couse {0}, stoting the under. {| OVE TO 
g%s lying cause lost. fe) 
B25 ma Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]] 19. WAS AUTOPSY 
2 6 ra —————E—E—E—E— OT’ 
38 5 2 noo 
Pog © ['200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I ar Port Il of item 1B.) 
Ba & | OR CONTRIBUTING 1) CAUSE OF DEATH 
Bee G | (UF €ITHER, NOTIFY MEDICAL EXAMINER} 4 — — —— 
= z ooo 
ao 568 & [20c. TIME OF INJURY Month, oy, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (State) 
529 a Habe nee m at? il lot wt ie <3 foctary, street, affice bldg., etc.) | so : z 
Be? = p.m: fat work [_] of wor —s — 
o-7 iJ .G 
f 3 21. | certify that | attended the deceased from,____________--__- WAS, to Sefe7___ 22 19D that | lost saw the deceased 
7 re alive on_____. Sef <, wel, WSS = ond that death occurred ot_1 2354 M, from the couses and on the dote stoted above. 
= 3 RESS (Street, city or tawn, state) DATE SIGNED 
vu 3 
F) ACTUAL = Sr F ob 
was J) |stenatur De FE Lap ZY oie 
es2 i ip 
ele PHYSICIAN'S (2 yy) f 
2 NAME (Type) DR. SoG. WEISMAN, Cre hth Cheech Lf _ 
° 
& 
& 


To. BURIAL, Cea ‘7b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, tawn, ar'county) (Stote) 
REMOVAL [Specify] 2 ‘ : 
urda 2 Everett Cemete Everett, Penna, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 


ar 
3 
2 aa: ‘Gharles Le 'S ‘Genre b 1 nd, Ha hed: D BY REGISTRAR Jab. REGISTRAR'S: en 
1 arles eoree Cm eran a 4 
eee z by Lake h: CSFIW) kid) eal tt, LL). 


Ee Um 


SA nvsand 


“wo dJS 


Warsot i » 


nd 


igned by the attending physician and completely fi 


ransit permit. 


ar attending physician. 


DIRECTOR: After this certificate has been 


tained by the haspit. 


“ls 
poge 3 shauld be detached far use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 
TO FU 


in by the Funeral director, 


ond 2 shauld be fil 


‘ 


Then please remove carbon papers. Poges 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09058 


On4 CERTIFICATE OF DEATH a ee 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceosed lived. If institutions Residence befare admission) 
a. °. . COUNTY 
ALTEGANY MARYLAND MARYLAND ALLEGANY 
b. is. ‘OR TOWN (iF outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporate limits, write RURAL ond give nearest town) 
a) 
CUMEERTANO™ 1 DAY _ CUMBERLAND 
J. NAME OF HOSPITAL (If not in hospital, give street oddrets) 5 d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
MEMORIAL _HOSPITA 1725 FREDERICK S’ yes No Dy 
3. NAME OF Fi i 4 
main irst Middle lost DATE Month Doy Ye 
(Type or print) FRANK Thomas FOST DEATH SEPTEMBER 9 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [1] | 8. DATE OF BIRTH - AGE (in years [IE UNDER | YEARIIF UNDER 24 HRS. 
* hon birthdoy) Days Min, 
ALI WIDOWED {71 pivorced [] 1874 ti 
Oa. USUAL OCCUPATION (Give ° kind Gf work dane] 0b, KIND OF BUSINESS OR INDUSTRY | 11. anrire (Stote or foreign = 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Retired Farmer Farm_ower CO. PA te ee 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


FOST, HENRY SOUDERS , MARGARET 
15, WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
{¥es. 29, 07 unhniown) Ut yen, give wor or dates of vervice) 


None 


18. CAUSE OF DEATH [Enter anty one couse per it tor (0), bs and (c).] 


PART }. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE {a 


DUE TO 
Pall 


Conditions, if any, which b 
gave rise to immediote 

cause (o}, stoting the under, ( CUETO 
lying couse lost. e) 


Past Ii. OTHER SIGNIFICANT CONDITIONS, CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. peels nib! 
i. MI 
(OA Crags 5 ap ves] NO 


20a. ACCIDENT WAS UNDERLYING j=) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port tar Part WW of item 18.) 
OR CONTRIBUTING D) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Manth, Day. Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, form, ; 20f. (City ar tawn) (County) (State) 
Hour a.m. While Not while toctory, street, office bldg., Sah 
pam. 19 Jat work [) of work Qo. 


21. t certify that 1a re deceased Saree Ps 
pyA 2 ete ‘and that death occurred at.__0250_J 


MEMORIAL HOSPITAL CUMBERLAND, MO. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Zz 
Q 
= 
< 
) 
= 
& 
& 
0 
< 
x 
o 
rd 
= 


owe s 


PHYSICIAN'S 
NAME (Type| 


D 


Re Se Ge WEISMAN 


To. Eee) CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or caunty) (Stote) 
OVAL, ar Pres : 
rial 9/42/57 esbyterian Cemete Warfordsb Penna 
23. FUNERAL DIRECTOR'S SIGNATURE Cy ADDRESS iP a. REYD BY REGISTRAR | 24b. post ARS SIGHIATURE 
L, George Cumberland, Md / yy 
Charles L. rE Lk a Ltr. 12,14 UM Ln (rah bdo ran 


CawaBt, 


ro 


TO A’ 


within 24 hours after death. 


i 


INSTRUCTIONS 


ING PHYSICIAN OR HOSPITAL: The law requires that the death certi 


Caipibe exe 


\ 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrarwithin 72 hours after death. After this 


4, 


The koftom copy may be retained by the hospital or attending physician, 


id in by the funeral director, the thi; 


certificate has been executed by the attending physician and completely 


death certificate assembly should be detached for use as a burial transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Sug CERTIFICATE OF DEATH 


ae Thom 2 Piles 9220-57 et, 


09059 
6 


Reg. Dist. No.. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 
COUNTY Allegany MARYLAND STATE Md COUNTY Allegany 
CITY (If outside corporate eld write RURAL LENGTH OF STAY CITY {if outsida corporate limits, write RURAL end give neerest town) 
OR end erast town) {in this place) OR 
tow “™ Westernport YA" Westernport 
HOSPITAL OR » STREET {If rural give locetion) 
INSTITUTION OR ADDRESS 
STREET ADDRESS Vine St Vine St 
3. dae J OF (First) (Mid dle} {Lest} 4. Eo (Month; {Dey} (Year) 
DECEASED ce] 
Print) DEATH 
Gusta Amanda E. Frankland Sept. 13 »57 
Si 5% 6. Coe OR 7. SINGS PARED Ea B. DATE OF BIRTH a 7h 9. AGE lest birthday JF UNDER 1 YEAR [IF UNDER 24 HRS. 
~ J Months Deys Hours | Min. 
Female; White ‘Sea WL dowed Oct. 541867 82 fir | 
106, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS Tl, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT 
dona cep ite of workiga el n OR INDUSTRY COUNTRY? 
vied HOUS@—-WIt own home Penna. U.S.A 
EE 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Issac Fausnaught Rebbecca J. Reed 
17, INFORMANT & ADDRESS 


IS. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY No. 
(Yes, no, or unk.) {If Yes, glve wer or dates of service) 
Rollin Frankland, West 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO we j ONSET AND DEATH 
BS 
) \y IMMEDIATE CAUSE Cer A ved Aa Orr Maw 2 
ANTECEDENT CAUSE(S) fer fo . 
DISEASES OR CONDITIONS, IF ANY, CFOS Ss aS 


GIVING RISE TO THE ABOVE CAUSE 

STATING UNDERLYING CAUSE LAST. noe TO 
{cy 

TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 

TO THE DEATH BUT NOT RELATED TO THE 

DISEASE OR CONDITION CAUSING DEATH, 


19a, DATE OF OPERATION | 19b, MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 
ves [] No k& 
21. ACCIDENT WAS UNDERLYING ©] 2b. PLACE (Home, form, factory, | 2ic. WHERE DID INJURY OCCUR? (City or town) (County) (State) 


‘OR CONTRIBUTING CL] CAUSE OF DEATH | OF INJURY street, office bidg., etc.) 5 
(IF EITHER, NOTIFY MEDICAL EXAMINER) (44) x 
21, HOW DID INJURY OCCUR? 


21d. TIME OF INJURY 


{Month} (Dey} (Yeer} (Hour}| 210. INJURY OCCURRED 


While Not while 
M_| at work etwork LC] 


22. I hereby certify that | attended the deceased from. my a : si Ad. 19.5.2. . that | last saw the deceased 


WEEN and that death occurred at. BSdAm, from the causes and on the date stated above, 
y, ‘« 


ADDRESS (Street, city, town, state) DATE SIGNED 


no Ashfield St. Piedmont, W.Va 9/14 


NAME OF CEMETERY OR CREMATORY LOCATION {Ciiy; tone town, or county) e 


Philos 


VS AISC 1-55 10M™a, 


Li | NVINg 


OY m9 


thot the deoth certificote be executed within 24 hours ofter death: Poge 4 


fires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 z 
9048 CERTIFICATE OF DEATH 0906 


Reg. Dist. No. 


within corporate limits 


oY 
3 3 1s sia ae #: Ket: RESIDENCE (Where deceased lived. If institution: Residence befare odmissidn) 
32 ALLEGANY MARYLAND NI.VA. b. COUNTY HARDY, 
° (g b. CITY OR TOWN (IF outside corporote limits, write ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
ate RURAL ond give neorest town) 
2 MBERLAND DAY_ MOOREF IELD 
i £ d. DEAS averies {If nat in haspitol, give street address) d. STREET ADDRESS . i. ete 
=u IN 
BS ) "MEMORIAL HOSPITAL vet Now 
oz 
= 3 3. NAME OF First Middle lost 4, DATE Month Day Yeor 

4 DECEASED OF 

ie {Type ar print) CHARLES He FRIDOLE DEATH SEPTEMBER 10 19 


5. SEX 6. COL RACE |7. marRicD{"] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR| IF UNDER 24 RRS. 
WHite a Qo feorelemeeyy Pao Pa 
A “eX RX winoweo CK ——sobivorce [] AUG, 11, 1885 2 B yn. 
> 100. Tala Cad (Ge kind ot Seay | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAL COUNTRY? 
luring most of working life, even if retir t ~ 9g 
I CLERR CLINE'S APPLIANCE] CO. South Saxton, Penna. Zz, wL. 


fh. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
HENRY _FRIDDLE - DEC. ELLA FLETCHER - DEC. 
ers ese SO ee i eg 16. SOCIAL SECURITY NO. 17. INFORMANT me Address 
O| “No : 23226-0026 | Charles H. Friddle, dr., Moorefield, W. Va. 


lease remove corbon popers. Poge: 


18. CAUSE OF DEATH [Enter anly one couse 3) line for (0). {b). ond (c}.] INTERVAL BETWEEN 


C : ONSET, AND DEATH 
PART |. DEATH WAS CAUSED BY: ptertes 4 
IMMEDIATE CAUSE (o} TE pee 
“g DUE TO 7 
5 , 
A = < 
Conditions, If ony, which i‘ P Oniren tikes :; ature ” 2 pXeft, 


gove tite to immediate 


L DIRECTOR: After this certificote hos been signed by the ottending physicion ond completely fi 


cavse (a), stoting the under- ( CUE TO 

é lying couse lost, {e 
2 ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOESY 
FS 9 ———e=v—= 
4 $ ves (No (] 
4 = | 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Lar Port Il of item 18.) 
= & | OR CONTRIBUTING CJ CAUSE OF DEATH : 
bs © JCF EITHER, NOTIFY MEDICAL EXAMINER) : 
2 Z a 7 
3 & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, 4 20f. (City or town) (County) (Stote) 
5 So Hour. m. While Not while factory, street, affice bldg., etc.) } 

= p.m. 19 ot work [7] ot wark H 
as COW D OTE 
= 2). | certify that | gttended the deceosed from! <“" fe Fe Ab ea ye Lo 2 7 192$._/thot | last saw the deceased 
2 : 
2 alive on... 9. ft) 5 Fe Ay . Nels Soe, and that death occurred ot 345A a, from the causes and an the date stated above. 
>= 
z) 
3 ca 
B) PHYSICIAN'S 4 
iy NAME (Type) DR. WM B 


220. BURIAL, 


oy ‘7. DATE THEREOF ‘2c, NAME OF/CEMETERY OR es, 22d, LOCATION (City, tofn, or phunty) Syote) ZT 
specify} Z 
p ee ie 5 De leer lite ha Z ze, <t 


Kae OVAL 


hat wrteglo ‘ADDRESS xt Paso Aegojey aeGistear | fab. enerspRar's SIGNATORE 
Y yo yj Hy ae j 
TRay7ss Pisce et hoon cas A 70k LA, IL 9S Ko-ce Latliget fad, 
/ Chotng Kag tat 


CA C2 A 


3A abe 


Darnot 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09061 


zy 9084 CERTIFICATE OF DEATH TT) 

3 = 1 eon 7 Me te ae (Where deceased lived. If institulian: Retidence before admission) 
; °. 

32( M ” Allegany MARYLAND Md. b. COUNTY Allegany 

J 3 b. CITY OR TOWN (If outside corporate limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside carporote limits, write RURAL and give nearest town) 

3 Rupa a give nearest fawn) 

§2 esternport, Md. 35 Yrs Westernport 

oN 

3 2 d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 

= oF OR INSTITUTION / ON A FARM? 

eo Raridan Rd. Raridan Rd, . yes [] NOR] 

ce 

= 0 3. NAME OF Fint Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 2 

Pe Ciype oe print Joseph Gardine Beam Sept. 30, q5 BT 


fi 


5. SEX 6. COLOR OR RACE |7. MARRIED [>F NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in years [FUNDER I YEAHIF UNDER 24 HS, 
: jos joy ; 
Male White wioowep [} oorceof} | 22 April 1895 63 yes. er ee Mee eae: 


~ 
° 
o 
o 
2 
=e 
3 
§ 
5 
‘s 
3 
5 
Go 
2 
x 
a 
« 
ors 2 
= 7, 
2 1 
ie 
nae 
z é Be Wo. USUAL SG ancl i il kind ea 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 € ny ring soa! of working lilo, even if retin 
at | eeiorai B&O. RR Italy U.S.A. 
e 
g 58 a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 8 
2 o 
2 3 not known not known 
&o Yee J 
2 oi 5. es was DECEASED EVER IN U. 5. — Forces? 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
poe es eae if ‘ oe Soke akira aieeh 
B pts /| Yes Wows “Y 213-j6—-975@ Mrs. Joseph Gardine-Westernport, Md, 
$ 2 BE 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond [ch] SAS Bn 
3 225 PART 1. DEATH WAS CAUSED BY: ar 
2 > § Z - | IMMEDIATE CAUSE (0) Coronary Heart Disease, mo 
ey teas F f DUE T 
iJ 
2 3, 5 Sra ee Hypertensive Cardio Renal disease, 5yrs 
3 PES Gove rise to immediote 
3S a5 couse (a), stoting the under- UE TO 
eae , under. 
Ges=v lying couse lost. (c) 
26.8 Man oad Bus 
ace 5° z Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)[19. WAS AUTOPSY 
2e0fD & 
EE 
eaooo o ves} NOT) 
Fooae = 300, ACCIDENT WAS UNDERLYING [] 1206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of inuty in Port | or Por I of Hem 1B) 
2 4 INC “AUSE DEATH 
= gses © | UF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 56s 5 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Foleo 6 Hour a. m. White Not while foctary, street, office bldg., etc.) | 
zs2°5 = p.m. 19 fot work [] ot work (J i 
25S 
2% i233 21. | certify that | attended the deceased fromf yy. Bp ee tS oe. AES TAS 2. Sep-30.. 19.5{7,that | last saw the deceased 
o4 e Se alive on_ cL. ep. 28th 1967 a ond dor death occurred ot 92 508m, from the causes and on the date stated above. 
G2 4 
E=O8e ADORESS (Street, city or town, state) DATE SIGNED 
<20 0. actual Piedmont W Va Io/t/ 

5 of I/57 
apess / SIGNATU! 1 et AL De La fk 
Ofarea 
28525 PHYSICIAN'S - 

Rea2e RAM ipl. wt Oe NWOolrerbon Sx MO. oe ee a 
& ey > 72a. BURIAL/ CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
Spee Burzar"” | oct. 4, 1957| St. Peters Cem Westernport, Ma. 

o ft 
e 


B.F AL “yaaa. ADDRESS 2d. REC'D BY REGISTRAR | 24b_ REGISTRAR'S SIGNATURE 
Yeas LL Gra k Westernport, Md. of - 3 -¥" LOLE, 


all 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18. 1007 
= ‘ EDICAL EXAMINER’S CERTIFICATE OF DEATH 


18, CAUSE OF DEATH [Enter only one cause per line For (0), (bj, ond (c).) INTERVAL BETWEEN 


£3 & bAR Reg. Dist. No 
23 a ae "ss 2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 
a. 
23 Bees Llegan MARYLAND ©. STATE Ma. b. COUNTY Alle A 
zg 3 b. CITY OR aa {IF ouhide corporate limita, write EURAL ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If auttide corporale limits, write RURAL ond give nearest town) 
ae é Frostburg 16 yrs Frostburg 
£ 5 =e, d, NAME OF HOSPITAL OR INSTITUTION (If not in hespitol, give street oddress} d. STREET ADDRESS a Sear es tia 
#22 é) roar f 5 
rere 19 E.Main St. 19 E.Main St. ves C]_NO 1B. 
ce 3, NAME OF Fire Middle lon 4 DATE ‘Manth Dey Year 
PPX Erp xing George Robert _Gloéfelt bam Sent. (e) 9 
Pet “4 5, SEX 6. COLOR OR RACE |7- MARRIED #] NEVER MARRIED (_]| &. DATE OF BIRTH 9. erecta IF UNDER 24 HRS. 
s 3e male white |wwown  oworeo [Aug .27-1902 yn, ee aa es oe 
o i 3 / yes USUAL most twang ‘yaisd kind iy done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country} N2. CITIZEN OF WHAT COUNTRY? 
on tui of working lite, even if rati 
Beztetitdd-Mine Toreman- Congolidated Coal Cb. Wittinburg, Pa. U.S.A. 
a pe 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
nay George Glo¢felty Alverta Lancaster 
33 g/ ? |= WAS DECEASED EVER IN U; §. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
So Eablpaceray ek ca ee Ea ot ete 
Ca ho $14-01-3574{daughter)Mrs.Thomas Blair, Frostburg,Md. 
ge 
= 
€ 
2 


ie _ amb oonMoitene iy Myocardial failure Gradual 
£ VAY DUE TO a few 
= 2 ad 
Conditions, if any, which Hypostasis of lungs also hy days 
2 gove rise to immediate couse DUE To 
toll th derlyi 
3 eee ne Seserving Silicosis. about 5 yrs. 
8 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) ] 19. ES MS 2 
6 yes] No#) 
‘20a. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury In Port | of Part II af item 18.) 


PRIMARY CL] or CONTRIBUTING () 
CAUSE OF DEATH, 


Wc. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED {20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Have 6, m, While Not while foctory, streel, office bldg., etc.) ! 
p.m. w ol work 1] ot work [1] i 


21. | certify that | toak charge af the remains described abave, held an Autapsy [1], Inspectian [3g, Inquiry fk], and find that 
death resulted from: rs causes], Accident [], Suicide], Hamicide [], Undetermined cause []. 


MEDICAL CERTIFICATION. 


‘AL DIRECTOR: Poge 3 should be used as a buriol-tronsit permit. 


id ta the Chief Medical Examiner’: 


€ 
3 
7 
3 
< 
Go 
4 
5 
° 
2 
a 
Ss 
= 
z 
ud 
s 
5 
3 
% 
5 
° 
os 
ze 
3a 
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2: 
ge? 
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=e 
ge 
zp 
aa. 
a 
& 
Zé 
Eo 
Sf 
ec 
iy 
z* 
25 
ee 
== 
> § 
54 
z4 
ag 
oe 
<4 


Mp, CHIEF MEDICAL EXAMINER [7] ee 
3 ASSISTANT MEDICAL EXAMINER [] 
‘ EXAMINER'S ' 
= 2 NAME (yeh =H Ve.Deming M.D. DEPUTY MEDICAL EXAMINER (4 Sept " 30-19 57 

rp ic. BURIAL, CREMATION, [226. DATE THEREOF gic NAME OF CEMETERY.OR CREMATORY MdALICATION (City, town, or county] (Slote) 
2 

ed ° 5 MOVAL (Specil S C) = , P x 
BS L4G be o~-Be- MAA d LM hey AOL Ls £2. MAL Lith d YU. é 


= 


nA i y ‘2da. REC'D BY REGISTRAR |124b. REG S SIGNATURE © rs. 
¢ vate / O~as KAS 


b ‘A NvVaun i 


2561 Tr 100 


OD 


wikia corbor 


n by the funeral director, 
ind 2 should be filed with 


1 


pers. Pag 
th. 


a | 
_— 


ts 
Py 


Then please remove ci 


L DIRECTOR: After this certificate hos been signed by the ottending physician and completely fi 
|, cremation, or removal, ond in any event within 72 hoy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours after death; Poge 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9049 CERTIFICATE OF DEATH oe V9 O62 


¢ limits, 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
0, COUNTY Allegany erp O RR 4 @. STATE Maryland b. COUNTY Allegany 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 


¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give neares! town) 
RURAL ond give nearest town) 


mberland 9/11 e Lonaconing 
ad. Dai ela el (If not in hospitol, give street oddress) | d. STREET ADDRESS e penx 
Allegany County Infirmary 2 Castle Hill ves) NOK] 
a netencey First Middle lost 4. aoe Month 38 Yeor — 
(Type oF print Edna Marie Gowans | SamSeptember 28, 57 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIEQK:] |B. DATE OF BIRTH 9. AGE ea: If UNDER 24 HRS. 
Female White |woowe — oworceoQ | 13, 1920 BY A Fae) aan: 


100, USUAL OCCUPATION {Give kind of work done| !0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during m: yf workii life, if retire 
None - Handicapped Lonaconing, Maryland| U.S. A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
aaneeeey Sownn Annie Martha Ritchey 
1S, WAS Pee ERED EUR IMLS SPAR MPSIEONCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ©Q ~Box 599 ‘Address Cumberland, Md. 
7) Allegany County Infirmary Records 
1B. CAUSE OF DEATH [Enter only one couse ger Hine for (0). (b). ond (<):J——____ ~ : INTERVAL BETWEEN 


>} ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
P IMMEDIATE CAUSE (o} 


é 
o ‘ puETO ) Fe, —— 
— oa Pa v 
Conditions, if ony, which (6) f LACELd Od ze Rag pte ray em 


pi@apbtteg Aes veor tl 


gove rite to immediote 
couse (0), stoting the under: DUE TO 


lying couse lost. te) 


ra Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
s yes nol] 
= [200. ACCIDENT WAS UNDERLYING ()__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
= OR CONTRIBUTING (] CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 
re 20c. TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City of town) (County) (Stote) 
a Hour 0. m. While Not while foctory, street, office bldg.. etc.) i 
= p.m. 19 Jot work [1] ot wark ‘ 
21. | certify that I attended the deceased from_.9/1 ST e, ee , to..9 (28 ‘57... 19_.__.,that | last saw the deceased 
alive an__9/28/57________ : 11 . , fram the causes and an the date stated above. 


ADDRESS (Street, city or town, stote} DATE SIGNED 


SieNATUR MO. 49. Greene St, ics eee ce se 9/29/87... 
PHYSICIAN'S , (DE. ae Hee 
NAME (tree! _Dre James E. McLean ...Gvmberlend, M@e on ceeeeenecneee, 
Ze. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, tawn, of county) (State) 
Batya” 10/1/57 Memorial Park Evastburg Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS g. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


G@gerge Eichhorn Lenacening, Mae belo /9)9|W ih Yossr ‘2/4 


Za Ke ge. VivZ i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


rad 


09063 


orate lint. 
Within corp ) CERTIFICATE OF DEATH | Teeaaes 

oe eg, Dist. No, 
3 -, 1. PLACE OF DEATH Fe 2, USUAL RESIDENCE (Where deceosed lived, If iuftfian: Residence before odmision) 
= o 4 = b. COUNTY, 
£2 if = ecan MARYLAND Mavyland elileeany 
6 b. CITY OR TOWN [If oulSide corporotd limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporote timits, write RURAL ond givdnearest fawn) 
3 RURAL ond give neorest town) 
32 om lberland Com vevtaud 
re d. NAME OF HOSPITAL (If not in horpitol, give street oddress) ~ d, STREET ADDRESS ©. 18 RESIDENCE 
=e TF) OR INSTITUTION 2 j ON A FARM? 
ae oui Pear Sr. NE NPC eng ves [No Ef 
Pa 
= 3. NAME OF Fi Middl 4. DATE 

< DECEASED Y ce iddle oe Month Bay Yeor 
at yee cca) ellye veusta orn Sept. [ea"" 19 Sat 

3 5. SEX 6. COLOR OR RACE |7. MARRIED EVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE {In years (Ff UNDER 24 HRS. 

Cs =~ lost birthday) Beye Min. 

Z memale Loncte wibowen [J bivorceo [] SS oy. ES) 


IT. BIRTHPLACE (State or fareign country} 12, CITIZEN OF WHAT COUNTRY? 


pers. 
jeath. 
ye 


10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most af working litg, even if retired) y 


/ 0 wi won ha sville, Ohio U..dHs 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
é ¢ 
Them Benton Clawsen Wy avy W* Crov 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


Uren, ne er unbngw). 4 Eyes, ave wor or dates of service 


16, SOCIAL SECURITY NO. iF INFORMANT Adden 9p aVv 37. 


Chavies €. Graim Cumberland, Wud. 


INTERVAL BETWEEN 
ONSET.ANO, DEATH 


Lidhs 


18, CAUSE OF DEATH [Enter anly one coure per line far (a), (6). and (ch.] 


|. DEATH WA‘ 4 x _ * 
PAU IDET We cacaet.  UOmOnar y OGG lusi OF 


Then please remove carbon, 


the registror prior ta burial, cremation, ar removal, and in any event within 72 hours after 


DUE TO 
candinensitany. ahi o ouuatic Lsart Disease 
gove rise fa immediate x 
coute (a), stating the under. ( OVE TO 
lying couse fost. te) none 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. Was AuTorsY 
ERFORMED’ 
none ves [[] NO 


20a. ACCIDENT WAS_UNDERLYING CO) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part It of item 18.) 
OR CONTRIBUTING FD CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) nous 
20c. TIME OF INJURY Manth, ODay, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Hame, form, 1206. {City of tawn) (County) {State} 
EUs center While Not white foctary, street, office bldg., etc.) | 
p mone 19 lat wark [1] ot wark [7] H 


21, | certify that | attended the deceased fromUGCs 15, 19.99, 0 Sept. 1.9.,., 19. O.Zthat | last saw the deceased 


‘ar attending physician. 
L DIRECTOR: After this certificate has been signed by the attending physician and completely 


MEDICAL CERTIFICATION 


6 

rs alive on a SS As i9/9 lf py and that death pccurred af==) s_=S<_M;*fram the causes and an the date stated abave. 
a mn ADDRESS (Street, city or town, stote} DATE SIGNED 
2 pitas ee he, 10 Resta Sy 9/20/57 
Riafiies James P. Hallinan M.D. Cumberland, Merylend 


ai 


page 3 should be detached for use os the burial-transit permit. 


72d. LOCATION (City, tawn, ar county) {State} 


Za. abl AG oleh 2b, DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 
Byriat” | Sept 23,087 Rose Hill Cemetery Kron Ohta 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Q4a, RECD BY REGISTRAR Tab. REGISTRAR'S SIGNATURE 
eM prss) beavis Stem Jue. Cu bevlaud, md. cadet AGS? Laura nop ppe) Ip Ab 


}OSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


_ TOH 


" leng Regestas 


ral 


by the funeral director, 


“ 


sPrqmd 2 should be filed wi 


Page: 


hat the death certificate be executed within 24 hours after death. Page 4 
Then please remove carbon papers. 


ires t 


The law requ 


ined by the hospital ar attending physician. 


DIRECTOR: 


After this certificate has been signed by the attending physician and completely fil 


lould be detached far use as the burial-transit permit. 
the registrar prior ta burial, cremation, or removal, and in any event within 72 haurs after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be. 
page 


TO FU 


Pa 
8a 


Fs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9086 CERTIFICATE OF DEATH 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
oes MARYLAND . F b. COUNTY 
fs C1 S hen Qn 
b. EHY OR TOWN (if outiide corporate limits, write |e LENGTH OF STAYIN 1b c. CITY OR TOWN (IF autside corporate limits, write RURAL ond Give Reores! town) 
RURAL ond give nearest town) 
hrs Frostburg : 
T NAME OF HOSPITAL uf oon hospital, give street address) ¢. STREET ADDRESS «IS RESIDENCE 
Bi OR INSTITUTION ON A FARM’ 
/Ki Miners Hospita: [50 Es ae ial ie 
3. NAME OF Fint Middle tot 4. DATE x 
Beta irs i : Da Month Doy feor 
(Type or print) Hueh A otchkiss DEATH 9 I3 957 
5. SEX 6. COLOR OR RACE |7. MARRIED Gg NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [JF UNDER 1 YEAR] IF UNDER a HRS. 
lost oe” cng 
wivowen [] divorceo] | 4-9-1884 5 imi 5 pe Di 
T0o. wt OCCUPATION [Give a dof work dame] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stole or foreign coun] 12. CITIZEN OF WHAT COUNTRY? 


during mnt of pone fi 


~ 


ry Employ onaconine Mag fA 


Fa MOTHER'S MAIDE ? or 


13. FATHER'S NAME "5 MAIDEN NAME — 


aig 


ames Ho Via an—J nson 


15. WAS DECEASED EVER IN U. 5S. ARMED ge 16. “SOCIAL SECURITY NO. |17. INFORMANT = r A a 
{You no, ee vnknown) {Ih yon, gre wor or dates of rostburg, lid. 
9 
ri 3 5 a p 
[ is. cnet OF DEATH [Enter only one cause eer jine for an (b). and i 
PART |. DEATH WAS CAUSED BY: 7 xl 
IMMEDIATE CAUSE (o} >< ¢ 4) nk 
: uE TO 4 ) y), ff 
Canditians, ifieny, which wo LZ Tt fH, (Ln. 


gove rise to immediote 7 
cote (a), stoting the under. ( OVE TO A 
lying cause lost. © 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} | 19. eae AUTOPSY 


RFORMED? 
ves] NO, + 
20a. ACCIDENT WAS-DNDERIVING CO }.20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part I or Port 1! of item 18.) 
‘OR CONTRIBUTING E] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, aca Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Nat while factary, street, office bldg., etc.) ys 1 
jot work [-] ot work [7] 


21. I ce Aye affended the deceased from. TAAL A. Jas “te PIE, oA -. 192_a.,that | last saw the deceased 
clive on LS ae R 2 See ae anf that death he Rp: » from the causes and on the date stated above. 


MEDICAL CERTIFICATION 


SoURE LIM!” LAr icy. a 
0 VU Ls 
mews LZ “ye frre 


a SSS SSS 
‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, tawn, or county) 
REMOVAL (Specify) 
RB £ G=2O 9 os.tb o Momors rest Mid 


i, ee 2a. RAR'S SIGNATURE i> 
OO poate 7, TAO 7 12 DN 


P MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09065 


= 3. NAME OF First Middle Lost 4 Ped Month Day Yeor 
(ype or print) Sarah Ellen House DEATH pee 2 9 57 


ygithje corporal Heats MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
a3 OOF 4 . Dist. No. 
3 g A). rae UY 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
So 5( as Allegan marrano || STATE Md + COUNT Allegan 
% 3 B. CITY OR TOWN i conieceporate nit write RURAL ¢. LENGTH OF STAYIN Ib |] c. CITY OR TOWN {If outiide corporote limits, write RURAL ond give neorest town) 
2 ive 
= Cumberland 1 da Dawson 
5 3 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) rc ‘STREET ADDRESS is IS Hire e 3 
Bat 60 Memorial Hospital /Rt. #38 Keyser »W.Va. eo No f&] 
UST * 
c 
2 
£ 


13. FATHER’: ar 14, MOTHER'S MAIDEN NAME 
‘William Hersh R ebecca Bear 


eo pig UEC EASeD Lagden es ead ig. IAL SECURITY NO. |17, INFORMANT Address 
ro) no Tore femorial Hospital records 


18. CAUSE OF DEATH [Enter only one cavte per line for {a}, (bj, ond (c).] 
PART I. DEATH WAS CAUSED BY: Coronar 


¥ 20./ IMMEDIATE CAUSE (0) 


DUE TO 


hours ofter deoth. If ony deloy is necessory, please efent 


S 
2 

2 5. SEX 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE {in a If UNDER 24 HRS. 

ith Hi Min. 

° female WIDOWED §&} pivorceo) | Feb. 19-1882 vaste re wt] Days | Hours | Min. 

° Wa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | IT. BIRTHPLACE (Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
7 aug wre of workis 1, even if retired) ° 

6 tsewi Myersdale,Pa. Ue 6s Be. 

a 

3 

o 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Budden 
gradual 


occulsion 


‘Coronary osteal sclerosis 


Condilions, if ony, which c 


21, I certify thot | took charge of the remoins described obove, held an Autopsy (J; Inspection [_¥ Inquiry [7f, ond find thot 
deoth resulted from: Notusg! couses [ag, Accident [], Suicide (0, Homicide J, Undetermined couse [7]. 
7 


certificate, writing the word “‘pending™ in pencil in Item 18. Give Pa: 


jave rise to immediale cause 
2 th, cate cy Sisechyieg BUE TO ardiac_nypertrop f 
3 cove tat, s Cerebral arteriosclerosis (marked) 
2 3 PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. paced 
0) 5 Yes] NOT] 
a = 
3 = a, EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part I! of item 1B.) 
fe = | PRIMARY (or CONTRIBUTING a 
E 5 | CAUSE OF DEATH 
° ~ 
5 & [20c. TIME OF INJURY — Month, Day, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F. (City oF town) {County) (State) 
3 3 Hour 6. m, While Not while factory, siree!, office bidg., ete.) | 
3 = p.m, 19 jot work [] ot work [} H 
= 
‘3S 
2 
Vv 
° 
£ 
& 
3 


‘AL DIRECTOR: Poge 3 should be used as o buriol-tri 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 


acwat LY WK HL A ¢_ racy, CHIEF MEDICAL EXAMINER [I] eo, 
3 Peake ASSISTANT MEDICAL EXAMINER te 

EY 2 Name tyeiie VeDeming M.D. ay Derury Mepicat ExamINeRCF Sept  2-1957 

PY > * To. talon 7b. DATE THEREOF Zac, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (tote) 

; al” | Sept 1957|__Dawson Cenete Dawson, Maryland 

" 23. ear ‘DIRECTOR’ '§ SIGNATURE ADDRESS: . REC D BY REGISTRAR ‘2db. REGISTRAR'S SIGN, RE 
vee Rogers Funeral Home, Keyser, West Virginia. Lbdd tally) 
Repeins AOTCig Lt. 4A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9°92 CERTIFICATE OF DEATH neg, our. no V9OGE 


a ag 2 dees RESIDENCE (Where deceased lived. If institution: Residence before admilsian) 
ee Allegany marviano || TATE Mary] and b- COUNTY Allegany 


b. CITY OR TOWN {If outside corporate limits, write . LENGTH OF STAY IN Ib c. CITY OR TOWN (IF autside corporote limits, write RURAL ond give nearest town) 
re ond ey Reores! tawn) y a 
Cumberland X2Rt # 2 Cumberland, Na. 


3 Tae vz HOSPITAL {IF not in hospitol. give street address) d. STREET ADDRESS @. 1§ RESIDENCE 


a 


ind 2 should be filed 


OR INSTITUTION ON A FARM? 


Hillcrest Drive Hillcrest Drive ves] No) 


3. NAME OF First Middle UFF 4. aod Month Do, Yeor 


Rypstneinil MARY SUSAN DEATH Sept. a, 19 97 


3. SEX & COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] |® OATE OF BIRTH 7. nay iF UNDER 1 YEAR] IF UNDER i ER 74 HRS. 
last bi 1 Manth: Hi 
Female | White winowen fs} ovorctoQ] | May 20, 1871 yn, Seal eats 


'Oa. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. TRIPP (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife Own_horié Gerstell, W, Va U. S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
I Levi Baker Elizabeth Kight 
~ WAS aera Sha v. = nie: ey 16. SOCIAL SECURITY NO. | 17. INFORMANT Address. 
pis Dace Spee BT eee FI ; : 
O No 220-10-7603 | Mrs. Carl T, Cookerly Hillcrest Drive, Cumb. Md. 


18. CAUSE OF DEATH [Enter only ane cause per,jine for (0), (b), ond (c}-]7 7 5 INTERVAL BETWEEN 


in by the funeral dirs 


é 


Pog 


PART I. DEATH WAS CAUSED BY: AND DEATH 
IMMEDIATE CAUSE (o} 


Then please remove carbon papers. 


DUE TO 


Conditions, if any, which (b} 
Qoye rise to immediote 
cote (a), stoting the under. ( DUE TO - 
lying couse lost. ( 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 


PERFORMED? 
ves] Not) 

20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Il of item 16.) 

OR CONTRIBUTING [) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER} 

'20c. TIME OF INJURY Month, ps Year | 20d, INJURY OCCURRED =| 20e. PLACE OF INJURY [Home, farm, 120%. (City or town) (County) {Stote} 

Hour 0. m. While Nat ile foctory, street, office bldg., etc.) 
pom. jot work [7] ot work H 


21. | certify thot | attended the deceased fram, aL WIL, to Z__.., 19LZ.,that | last sow the deceated 
alive an. ae 2 and that death accurred at 12200%M, fram the causes and an the date stated above. 


ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL fag 3, 
sti tage ____on 3 meone Ste, 


PHYSICIAN'S 


NaME(type__LOwis Brings M. D Cumberland, Md. 


‘2b. DATE THEREOF We, NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, town, of county} (State) 
ba 23 24/57 Biertown Cemeter Rawline and 


23. FUNERAL S hai ADDRESS C’'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
H. Wayne George Cumberland, Maryland A is ‘ g 
a 


icate has been signed by the attending physician and completely fi 


nding physician. 


bor a 


DIRECTOR: After this cer! 
MEDICAL CERTIFICATION. 


uld be detached for use os the burial-transit permit. 
the registrar priar ta burial, crematian, ar removal, and in any event within 72 hayrs-ofter death. 


s. 


may be retained by the haspi 
poge 
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1; - MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 9Q()(}f, 
<8 | Within corporate timits = CERTIFICATE OF DEATH ' 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF Bed 


san JCM A COUNTY td FoRND 


the 
= 


MARYLAND 
. S CITY {If outsida corporata limits, write RURA! LENGTH OF STAY CITY (if outside corporate limits, write RURAL end give naarest town) 
OR 9 sy naarest town) Ras. OR Yy a 
Ton CKLAYD TOWN 11 ALY 


HOSPITAL O| 


INSTITUTION OR ADDRESS Cea) 
| Ser tihet /Y emoe jae Fos prt AL 
3. NAME OF (First) (Mpadle) (Lest) 4. DATE (Month) (Day) (Yaar) 


DECEASED 


{Type or Print) CORG C. fa 4 hes | DEATH Je Ved oe a 


5. SEX 6, COLOR OR 7, SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE last birthday IF UNDER 7 YEAR [IF UNDER 24 HRS, 


Mane WHITE cy Lf ED Oc, LE, LES of a Months | Deys | Hours | Min. 


“ee SCC PATEN os re of a 10b. OAS Ti. BIR’ 

crite eels aki ceimever 

ese L WE 728 Bd kAiLRe ey LV: lean jee 
13. FATHER’S NAM 


ya 
rears be a within 24 hours after d 


12. CITIZEN OF WHAT 


ae 4 


ith the registrar within 72 hout: 


certificate has been executed by the attending physician and completely fi led in by the funeral direct 


death certificate assembly should be detached for use as a burial transit permit. 
Oo 


/ 


& 

= doy 

a 

3 
2 o 3 3. F. LU. 14, MOTHER'S MAIDEN NAME S47, 

2 8 
o= William [fugfies ALVA 1 CEICT. 
Es 15. WAS DECEASED EVER IN U. 5, ARMED/FORCES? 16,. SOCIAL SECURITY NO. TZAINFORMANT & ADRESS i, 
xz 3 CG {if Yes, give war or dates of service) To. Sos O3 6 3 } 7, lhe 
fe z 18. MEDICAL CERTIFICATION 
re I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH x 
Z=3 IMMEDIATE CAUSE w 

ANTECEDENT CaUse(s) DUE TO 
DISEASES OR CONDITIONS, IF ANY, () 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, OUE TO 
= {c) 
TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


192, DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
yes [] No [1] 


(OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY straat, office bidg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) (Yeer) (Hour) f 21a. INJURY OCCURRED 21. HOW DID INJURY OCCUR? 
While Not while 
M._|_ at work at work 


22, I hereb: t certify that | attended the deceased fr 


2a, ACCIDENT WAS UNDERLYING [) | 21b, PLACE (Homa, farm, factory, Zic. WHERE DID INJURY OCCUR? (City or town) {County} (State) 


" ..» that | last saw the deceased 
h occurred at.zZew-t—M, from the ‘causes and on the date stated above. 


The bottom copy may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be 


TO ariffoine PHYSICIAN OR HOSPITAL: The | 


/ alive o1 aie 5 ve. eccese ON that di 

z SIGNATUR! ADDRESS (Straat, city, t state) ATE IGNED 
=| 2. }URIAL, CREMATION, — THEREOF NAME OF, CEMETERY OR CREMATO) 7) LOCATION (Ciy, Jown, or county) ) 
gy EMOVAL (SPECIFY|_— 5 fase A eg 

8| Parr. “pr. 12, y rp. Cnet e, Md fa Bh, 

= 24, RE BY REGISTRAR REGISTRAR'S SIGNATURE > 


wilds corporatd Mmite 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 039068 


fe ae ON Reg. Dist. No. 
: =e a} 1, PLAGE OF DEATH Pay aie 2, USUAL RESIDENCE (Where deceoted lived. I insitution: Residence before admilsion) 
/ od? : 

i>_. ALLE marviano || MARYLAND b.county _ ALLEGANY 

a) b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote write RURAL ond give nearest town) 

33 RURAL ond give nearest town) 

23 IMBERLAND 1_DAY OS CUMBERLABD 

22 4. NAME OF HOSPITAL (If nol in hospital, give street oddres) d. STREET ADDRESS 18 RESIDENCE 

zs MEMORTAL HOSPITAL ‘882 SPERRY TERRACE YSDN 

£5 3. NAME OF First Middle Last 4. DATE Month Doy Yeor 
3 UT or ein OR ' DEATH SEPTEMBER 22, 19 
& 3. SEX 6. COLOR OR RACE | 7. MARRIEDX] NEVER MARRIED [7] |. DATE OF BIRTH 9. AGE (in years 


lost bithdoy) 


WHITE wipowep [1] oivorceo [) SEPT. 18 91897 60 est 


0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or toreign country) 


MALE 


100. USUAL OCCUPATION (Give kind of work done 


12. CITIZEN OF WHAT COUNTRY? 


3 “Foreman "'"" |celanese Corp. ILLINOIS U. Se AM. 
i 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
JOHNSON, AUGUST S. Ajthemia Johnson 


a pNAS hd ia a) U.S. a Kidea 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Ne >| * bis O75 MEMORIAL HOSPITAL CUMBERLAND, MD. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ()-] INTERVAL BETWEEN 


PART t. DEATH WAS CAUSED BY: CAR x Lay 4 Ons DEATH 


a IMMEDIATE CAUSE (0) 

DUE TO 
Conditions, if ony. which w wth 
gove rise to immediote 
couse (a), stoting the under- ( OVETO 
tying cavse lost. () 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
yes] NO Ba 


200. ACCIDENT WAS UNDERLYING D) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port i! of item 16.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., ete.) | 
pom. Ww jat work (] at work at 


Then please remove carbon papers. 


the registrar prior to burial, crematian, or remaval, ond in any event within 72 hours 
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MEDICAL CERTIFICATION 


NAME (Type Cyto td i ae 
‘Zo. BURIAL, CREMATION, ‘Zb. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, ar county} (Stote) 
REMOVAL (Specify) fa 
Burtat Sept.25,195|/7 Sunset Memori@iPark..| Cumberland, Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADORESS: IGN. RE 
William H. Kight, Cumberland, M, ‘ 7 Comet) fd 


tained by the hospital or attending physician. 


\L DIRECTOR: After this cert 


é 


poge 3 Should be detached far use as the burial-transit permit. 


may 
TO FI 


=> 


5A nviung 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09069 
He ene ee MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


g2 8 Reg. Dist, No. 

ee 2 }, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 

a $ 5 0. COUNTY Allegan: manvuano || STATE Ma. b.cOUNTY A] egany 

ee ee b. Guy OR fossa als oubside corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote timits, write RURAL and give neorest town) 

os (lid 

ge 3 Cumberland 8 yrs. of Cumberland 

3 5 2 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS . Ba re, 

28 ace at Memorial Iospital /2u Blackiston Ave. bees No CF 

2 ae FG 5 3. NAME OF First Middle tost + DATE Month Doy Yeor 

. ‘Type or rin Derl Alexander Keller DEATH Sept. 13) wigtom 

Pe 5. SEX 6. COLOR OR RACE |7. MARRIED FE] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. ‘AGE tin yeon[IFUNDER YEAR] IF UNDER 24 HRS. 

wont] ewoniee] [DeossGe1915 | Sim [mye || 
Ps 10a, USUAL gee as | beck wor done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
J /) facniinest™ "| Bao.R.Ry. Alexander ,W.Va. U.S.A. 


13. FATHER’S NAME 
LeRoy Keller 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(es, no, ar unknown) (W yas, give wor or dates of service] 


14, MOTHER'S MAIDEN NAME 
Katie Barger 
17. INFORMANT Address 


wife)Virginia Henry, Cumberland,!Md. 


INTERVAL BETWEEN 
ONSET AND DEATH 


sudden 


24 hours ofter death. 


File pages 1 and 2 with the r 


in 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).) 


PART |. Fe NED CAUEE fe} Coronary occlusion 


UkhOs DUE TO 
Conditions, if ony, which 
gove rite to immediote couse 
{0), stoting the underlying 


povsaller Cardiac hypertrophy 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io}/19. eae 


farm PM3. Page 5 may be retcined far 


Artherous sclerosis 


DUE To 
i 


"in pencil in Item 18, Give Pages 1, 2, and 3 ta the fi 


yes PR NOT) 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of iter 1B.) 
PRIMARY (1 or CONTRIBUTING () 
CAUSE OF DEATH. 
20c. TIME OF INJURY — Month, Day, Year [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (State) 


' 
f 

jefe 
H 


Hour 6. m. White Not while foctory, street, office bldg 
p.m. 19 ot work work 


21. | certify that | took chorge of the remoins described above, held on Autopsy [¥], Inspection [, Inquiry PE} ond find thot 
deoth resulted from: 7) couses f], Accident [], Suicide [1], Homicide (1. Undetermined couse []. 
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ie certificate, writing the ward ‘pending 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed with 


ACTUAL DATE SIGNED 
nonet mp, CHIEF MEDICAL EXAMINER [7] 
54 ASSISTANT MEDICAL EXAMINER oa 
8 EXAMINER’ oe 
22m 2 NAME (lyre) He VeDeming I!.D. DEPUTY meDicat EXAMINER AY SeDt. 14-1 
= ° 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
BEG b REMOVAL {Specify} ft 
2 Buria -16- Hilicrest Burial Park Cumberland, Maryle 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. ‘2da. RECD BY REGISTRAR | 24b. REGISTRAR'S Me ok 
VS. AISME(S) _\\) Md Ne Gz- 
ee v James F, Searpelli Cumberland, Md. vane egal, AZ. Pee (Soom OY 


Stat fl Wetting fegetad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09 070 


Within corporate How 


ONE CERTIFICATE OF DEATH Mod Ome Z 
1, PLACE OF DEATH Fee Pag o usuat, RESIDENCE (Where deceosed lived, If institution Residence before ddmission) 


~ ye 
g 33 
& es at e, COUNTY : iw °. - cs b. COUNTY 
. 2h j AN A RGENIA 
=o b. CITY OR TOWN ll outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If ovttide corporate limits, write RURAL ond give nearest town) 
a 2 RURAL and give nearest town) 
mee CUMBERLAND t_HR.25 MIN. ELK GARDEN ‘ 
=: d. NAME OF HOSPITAL [if not Ai he gigitol, give. str ) d. STREET ADDRESS e. IS RESIDENCE 
3 Ss OR INSTITUTION , ad] AL ON A FARM? 
> Mi 
g 35 MORIAL 8 Wa W] cK AVE ves NOD 
-¢ 3. NAME OF First Middle 4. Date Month Day Yeor 
x : 
oF type oF prin KITZMILLER| Sam SEPTEMBER 1719 51 
are. 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | & DATE OF BIRTH 9 AGE (ln year iF UNDER 1 YEAR| iF UNDER 24 HRS. 
oak jott birthday] 
iF he WE: leon meena Be om | pas 
Sree Toa. YSUAL OCCUPATION (Give kind of work dove] 106: KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (stole of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ivy luring mast of working life. even if retire 
foue I CUMBERLAND, MARYLAND U.S.A. 
2 
8 ; 8 | 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
« 68 
B Se JACK W. KITZMILLER JOAN MARKER 
<= 3 15. WAS DECEASED EVER IN U. §. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
€ fy | fe 00: entnown 4 {ll yes, give wor er dotes of service] 
8 
Hy 1B. CAUSE OF DEATH [Enter only one couse per line for (0). (8) ond (€), INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: ate A: ATEN 
§ IMMEDIATE CAUSE (o)__ ee 26 (rf2s 
2 alge a 
= [FOX DUE TO 
Conditions, if ony, which (o. 
gove rise to immediote 
couse (a), stoting the under. ( CUETO 
€ tying couse lost. to 
3 Paar Ul OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e}]19. WAS AUTOPSY 
) ves(] No) 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, oa 1 20F. {City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) 
p.m. v lot wark (] ot work (J H 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate has been signed by the attending phys 


ADDRESS (Street, city oF town, stote) DATE SIGNED 
AGVAiee FULLER Be ig Dia a ert LE Gear 


Jained by the hospital ar attending phys 


a! 


page’ 3 shauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after 


NAME yes) LYM La 


‘THe. BURIAL, oa CALL be DATE THEREOF Zac. NAME OF ae OR CREMATORY 22d. LOCATION (City. town, or county) (State) 
REMOVAL iSpecify) ff g ty 4 
eA bAA AY? hipnd lb, (FS, Ip Eh SP, a 


\ 23. FUNERAL DIRECTOR'S SIGNATURE AOD 5. 2do. REGD BY, REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


(féznd-tial Vac hana, Pn Oe eb picid cane LG1 IS, OX, J 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death cert 


TO FU 


r 


* neg 


“Sl 08 dagias 


OD ares | : » 


in by the Funerol direct 
‘and 2 should be filed 


f 


ficate be executed within 24 hours after death. Poge 4 
6 


Then please remove carbon papers. Poges 


i 
igned by the attending physicion and completely fi 


toined by the hospital or attending physician. 
L DIRECTOR: After this certificate hos been 


should be detoched for use as the buriol-transit permit. 
the registrar prior ta buriol, cremotian, or remavol, ond in ony event within 72 hours ofter death. 


page! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires that the death cert! 
TO FU 


VS ATS (4) 
15M 9/55 


SUL ; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘ 9056 CERTIFICATE OF DEATH inten 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissi 
o. STATE b. COUNTY 


1, PLACE OF DEATH 
a. COUNTY 


ALLEGANY BgEyIAND ALLEGANY 
'b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest tawn) 4 
MBERLAND 45 pays CUMBERLAND 
d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS e. IS Rt ENCE 
OR INSTITUTION i ON A FARM? 
MEMORIAL HOSPITAL- MEMORIAL AVE. , 415 HOLLAND ST. ves No KI 
3. NAME OF First Middle lost 4, DATE Month oy Yeor 
DECEASED» OF 
Cpe erent HE NR LBERT KNIERIEM Drath = SEPTEMBER 19 51 
5. SEX 6. COLOR OR RACE |7. MARRIED [X] NEVER MARRIED [} | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 
lost bithdoy) [Months Hours | Min. 
ALE WHITE |wioowro] —oworctoO] | DECEMBER 6, 1927 | 29 mn 
Wo. USUAL OCCUPATION (Give ‘of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) ms : 
Farmer Farm employee Us Se Ae 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
OHN P. KNIERIEM LYDIA ARNOLD 
be? WAS = pis tit Hl U.S. ARMED (node 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
ect oF ager] = = (yon too, rete vervie| 
No 218-30-2331 MEMORIAL HOSPITAL - CUMBERLAND, MO. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . * 
4 IMMEDIATE CAUSE (o} a. — = 9 months ?_ 
19 - DUE TO 
Condilians, if any, which bL 
gove rise to immediote 
couse (0), stating the ynder- ( PUETO 
lying couse lost. () 
A Pant Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)| 19. Meee 
- 
S| Surgery performed a ohns Hopkins Hospital 1956 ves) No Cf 
= | 200. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
& OR CONTRIBUTING [J CAUSE OF DEATH 
© |(E EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
a oir eer While Not while foctory, streel, office bldg., etc.) | 
= p.m. 19 lot work [J of work H 
21. | certify that | attended the deceased from___December__.. 19.56, to September. 3195:7.,that | last saw the deceased 
alive on SeptemPer. 2... : We of and that death occurred ot Bs35A.M, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL AB - ‘ 
NeNature fog, alk epee ane Mo. ..... 0. Pershing Street 9fufS7.__.... 
PHYSICIAN'S 
NAME (Type)_DR. ACOBSON Cumberland, Maryland 7... 
No. Enea hole ‘2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY ‘Zid. LOCATION (City, town, or county) (Stote) 
EMOVAL (Specify : 7 io eke 4 
Bu tat Sept.6, 1957| Hillcrest Burial Park Cumberland, Md 
‘23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Yh. REC'D BY REGISTRAR | 24b. RACISUBAR'S SIGNATURE 
a 1 f ae 
Charles L. George, Cumberland, Md. Aart. 3 1957 A) MWts Arnot VEN 
é : : 
ey, 3 etait 


ane MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 09072 


Witpis sorpomips line 
9057 CERTIFICATE OF DEATH in Me 
oe . Dist, No. 
3 3 1. See neat 3 Bed ReSeRSCS (Where deceosed lived. If institution: Residence before admission) 
i Gs b. CO! Y- 
32 — Je lesa mamiano || VeTty land Awiegany 
3 an Ri 'b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN 16 c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 
s WW RURAL ond give nearest lawn) 
2 Cumberland 60yrs. Cumberland, Md 
eS sl . TO d. eel ede (If not in haspitel, give street address) d. STREET ADDRESS. / e een, 
Sey gt : . 
2S 800 Schriver Ave 800 Schriver Ave. ves] No] 
= 3. NAME OF First Middle lost = fee Manth Day Yeor 
=. (ype or prin) Lucius lang bam Sept. 1, 1957 19 
e S. SEX 6. COLOR OR RACE | 7. amie NEVER MABRIED ( ]® OATé oF erat 9. AGE (In yoors R[IF UNDER 24 HRS. 
= lost vB Months] Days | Hours Min. 
bY wiooweo [) oivorceo(] | an yes. 
a A Wo. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY VW. arTRPAe sew or foreign LTE 12. CITIZEN OF WHAT COUNTRY? 
3 I during most of working life, even if retired) 
- /| Re ed_ Locomotive gineer Raiirgad Newburg,W,Va. USA 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o 
2 Geo.W.Lang Susan Smith 
2 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Addrent 
§ : (Yer, 90, oF unknown) (IF yes, give ~ar or dates of service) 
8 oO | Augusta Lang 800 Schriver Ave. 
3 18. CAUSE OF DEATH [Enter only ane couse ae line for (a), (b}. and (c)- il Te a da 
a 
; PART |, DEATH | was CAUSED het eopLed Re Lie hat ae Tn eeccenteth ed 
= 
# 


Ys 7K} 4 DUE TO gt ' 
Conditions, if ony, which (o) C. sx Te 
gove rise 10 immediote 

couse (9), stating the under, ( CUETO 


lying couse lost. 9) 
Paet Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} 


19, WAS AUTOPSY 
PERFORMED?, 


yes] NO 


Q 


200. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item tB.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) {County) (Stote) 
Hour a. m. While Not while factory, street, office bidg., “c) 
p.m. 19 [at work ([] st work 1] 


a Sineeeeoats . 192. /,,that | last saw the deceased 


is certificate has been signed by the attending physician and campletely fi 


af attending physician. 
MEDICAL CERTIFICATION 


Se atun o (a RIES 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


ined by the hospit 


DIRECTOR: After 
‘3 should be detoched far use os the burial-transit permit. 
the registror priar ta burial, crematian, ar remaval, and in any event within 72 hours after 


PHYSICIAN'S 


NAME (Type) Dre Helialrevaskis 
220. BURIAL, CREMATION, | 72b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, of county) (Stote) 
ecg (Specify) 
° ae re Cumberland ,Md. 
- 23. fst DIRECTOR 'S SIGNATURE 2adb. REGISTRAR'S SIGMATURE 
Vs ANS (4) James F, Scarpelli ae a Wa. y 3, 
15M 9/58 \ sds REL TF Mkt / 2 
sa 


poge 


within corpora 


Padé d'shoold te 
iol, premation, 
(= 


rye, 


D.O.A 


les. 


director. 
Tar priar to buri: 


« 


If ony deloy is necessory, please exe- 
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oo 
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a 


ive Pages 1, 2, and 3 to the fu 
Poge 5 may be retained for 


in pet 


e certificate, writing the word “‘pending™ 
led ta the Chief Medico! Exominer’s Office olang 
RAL DIRECTOR: Page 3 should be used os a burio! 


@ 
F 


f 
TO 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter deoth. 
‘or removol. 


VS. AISME(5) \_ 
5M 9/55 


Contr4 


F i init ; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09073 


. MEDICAL EXAMINER’S CERTIFICATE OF DEATH wy 


2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence before odmission) 
Allegan: marrano || OSE lid, COUNT alc beceang 


b. er bo sa er corporate limit, write RURAL ¢. LENGTH OF STAY IN Ib | €. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 
Cumberland 28 yrs Rural-Cumberland ‘ 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street oddren) d. STREET acoee . 1 Baye 
ReF.D.#5 Potomac Park % a 
6s] NO Gk 


1, PLACE OF DEATH 
o. COU! 


Memorial Hospital 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
{Type oF print) Jacob MeClenning Lewis DeaTa Sept. No? 


5. SEX 6. COLOR OR RACE [7. MARRIED FE] NEVER MARRIED []] 8. DATE OF BIRTH eon IF UNDER 24 HRS. 
: thy Min. 
male white wioowenE] _pvorcto} [Oct .3-1898 58 yn reales ew = 


10a. USUAL OCCUPATION (Give kind of wark done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
yng “py wortng even itroiRR TN aCaS F : 
cevor-ins LING ,eedbbeesR—M. Ward. jorefield, W.Va. Uwe 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Lewis Eligabeth Howdershell 


15, WAS DECEASED EVER IN U: 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. wromant itt Potomac att 
| no 214-07-297) (wife) Bertha Lewis.Cumberland,Md. 


INTERVAL BETWEEN 
‘ONSET ANDO DEATH 


sudden 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b}. ond (c).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


4Y ‘ DUE To ; 
Conaivns,” tens; = w__ Coronary sclerosis 


“9 


gove rite to Immediate couse: 
{0}, stoting the underlyingy DUE TO 


couse lost. (3 
PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19- pe IS 
RI 
Yes] NO 
20a. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.} 


PRIMARY CL] or CONTRIBUTING C] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) {Store} 
Hour 9. m. While Not while foctory, street, office bldg.. etc.) ; 
p.m. 2 at work [-} ot work (C] ' 


21. I certify that | taak charge of the remains described abave, held an Autapsy [_], Inspectian [9], Inquiry PR, and find thot 
death resulted fram: Natural causes fk], Accident [1], Suicide [1], Hamicide [[], Undetermined cause [7]. 


4 
a 
$ 
Vs 
= 
& 
S 
U 
3 
i= 
ro] 
= 


MD, CHIEF MEDICAL EXAMINER Oo - ener. 
ASSISTANT MEDICAL EXAMINER [((] 
EXAMINER'S —— = . 
NAME (type) Jie VeDeming 1i.D. DEPUTY MEDICAL ExAMINERY Sept 5-1957 
Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY ‘272d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 
Bi a ep 9 H 25 Bi a Park Cumbe and ary Jang 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 4. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE y 
Louis Stein, Inc., Cumberland, Maryland. Mit. /9S9. A Cpt Lz My. Mhe 
ee ek a 7 a ay ae aE. 
oo oe LC 


ot 


in by the funerol director. 
nd 2 should be fifed wi 


g 


Pogen 


Then please remove corbon popers. 


ing physician. 


L DIRECTOR: After this certificate hos been signed by the ottending physician ond campletely 


should be detached for use os the buriol-tronsit permit. 


TAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter death. Page 4 
the registror prior to buriol, cremation, ar removal, and in ony event within 72 hours ofter death. 


retoined by the hospital of 


may 


TO FU 


pag! 


p 
[~~ DAR CERTIFICATE OF DEATH 
\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09074 


Reg. Dist. No. 


a emecnee (Where deceased lived. If institution: Residence befare admission) 
ch 


1. PLACE OF DEATH 
9, COUNTY Allegany alin¥ihieo 


b, CITY OR TOWN {if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL and give neorest lown) 
Q burg LO r§ 


Maryland °°'”’ Allegan 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


irg Frostburg 
d. NAME OF HOGeITaL {If not in hospital, give street address) d, STREET ADORESS ois RESIDENCE 
er j "7 104 W. College Ave. | mono 
3. eer First Middle lost 4. rg Manth Oay Yeor 
(Type or print) CORA FRANCES LIBENGOOD DEATH O ept e 18 4 19 57 
5. SEX 6 COLOR OR RACE |7. MARRIED [R] NEVER MARRIED [_] |8. DATE OF BIRTH 9. AGE (In yeors TF UNDER 24 HRS, 


female white wiooweo [) ovorceoO] |July 28, 1899 be ed ee pa 


100, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
er arnent factory Maryland Us. Bs hs 
bi 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Lawrence Beal Moliie Miller 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, 10. er unknown) {it 701, give wor or dotes of rervice] 


z 
v 
= 
& 
fat 
te) 
< 
y 
6 
fet 
= 


212-03-541] Melvin E. Libengood, Frostburg, Md. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (6). ond (C).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: rae ‘ae Qaghe 
IMMEDIATE CAUSE (o) Ye i 
77 € DUE To 3 : 
/ 
Conditions, if ony, which . ( AMALIA tn rf Ad ‘ will L2uga'S a 
gove rise to immediote 
cause (a), st the under. ( PYETO™ 4 
rae i” 
Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0}]19. WAS AUTOPSY 
ves] NO oo 
200, ACCIDENT WAS UNDERLYING [)__ ] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Por Il of item 18) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
Hour a. White Not while ORE UII CS 
p.m. Ww Jat work [] at work [] ' 
= 3 = 
21. | certify that | attended the deceased from. __ a 13 19d} _, tos ~_1S., 19f2,that | last sew the deceased 
alive on_ Le 3 ei: ws 1, and that death occurred at__¥. GM, from the causes and on the date stated above. 
r= ADDRESS (Street, city or town, stote} DATE SIGNED 
ACTUAL = 
SIGNATUR s MD. AAT Ned _| eS 
PHYSICIAN'S @ i ( ( 
NAME (Type) Adem re KO ¥. 
Te. BURIAL, CER, Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
EMOVAL (Speci 
Burial 9-20- F'be. Memorial Park Frostburg, Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 240, REC'D BY REGISTRAR «| 24b. REGISTRAR’S SIGNATURE fh) 
G "4 
Joseph R. Durst Frostburg, Md. ot PACS? Ditty, Natty LL kez 


] Within|corporate limits 


v7 


iy tor, 
fe filed ath 


—_ 
~ 


i by the funergt-di 
Then pleore remove carbon papers. Poges ¥ and 2 should “3 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 hours ofter deat 


g physician. 
ate has been signed by the attending physicion and completely fi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death: Page 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9075 
DR. Revs WILLIAMS 9959 CERTIFICATE OF DEATH I ita 


VW eee 2 BURT peetoence (Where deceased lived. If institution: Residence before admission} 
= ee Tete b. COUNTY 
ALLEGANY MARYLAND MARYLAND ALLEGANY 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 
CUMBERLAND 1_DAY 2____CUMBERLAND 
d. NAME ‘OF HOSPITAL (IF nat in hospital, give street oddress) d. STREET ADDRESS e. 8, RESIDENCE 
OR INSTIIUT| 
MEMORIAL HOSPITAL i 215 CECELIA STREET ves C].NO 
3. NAME OF First Middle tost 4, DATE Month Doy Year 


DECEASED 


reer BRIDGET Ry LOY Blam SEPTEMBER 12 198 
5. SEX 6. COLOR OR RACE | 7. MaRRtED [XJ NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In yeors TF UNDER 24 HRS 
FEMALE WHITE = |wiooweon ovorceot] | 12-2-1866 40 re oe | Pea SS ee 


To. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ing wt erp even if retired) House 
Ss HANCOCK, MARYLABD U.S. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


RICHARD ROMAA/ SARAH MILLER 


15, WAS DECEASED EVER IN U: S ARMED FORCES? [16. SOCIAL SECURITY NO. 17, INFORMANT Address 
No None MEMORIAL HOSPITAL - CUMBERLAND, MD. 


18. CAUSE OF DEATH [E I pyr Tigy for (0}, (b). and fc). otk pag OP INTERVAL Bi 
[Enter only one cause pyr TAY for (0}, (6). ond fc)-] (tb—cls we fi BR eM 


PART I. DEATH WAS CAUSED BY: e Oe 


IMMEDIATE CAUSE (9). os Sn of Matai a a 


53x 2 
1/53 DUE TO r : of 
orainant ony, we a ae % / 
gove rise ta immediot 
couse (a), stoting the under. ( OUETO 2 Ak: 


lying couse lost. (. 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) fe AS AUS 


RFORMED? 


= ar yes [] NO 


200. ACCIDENT WAS_UNDERLYING [J __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH — 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 7 aa 


20. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f, (City or town) (County) (State) 
Hour a.m. ee While Net while ——~| __fottory, street, affice bidg., etc.) ! 
p.m. 19 — lot work [] at work [7 See 4 


r, ty 7 
21.1 certify thal rs} a Lg deceased fram. (/ oO Bef; Wee NOLALE ba WE .that | last saw the deceased 
BM, tram the causes and an the date stated 


“7 9 DKA et ie wy --,, and that death accurred 
Now VIA ACetLs M.D. .W. ie ST y 


—_— 


Zz 
9 
iS 
< 
6 
= 
—- 
Fd 
6 
z 
2 
6 
Fed 
= 


TARSANS COR. Rede WILLIAMS 


Zo. BURIAL, Gye Tb. DATE THEREOF Tic. NAME OF CEMETERY OR TORY 72d. LOCATION (City, town, ar county) (State) 
BYeist” gept 15/57 | Catawba Cemeter Hancock Md. 
rE 


23. ees DIRECTOR'S. Right ADDRESS ‘Qdo. RECD BY REGISTRAR 2ab. REGISTR RS SIGNA] 
oon 
yron Kig Cumberland, Md. luge bMIELGE: C2 . val ZB. L. 


EWE 


¥-A nvaung 


3 I d3S 4 dem. » 
Orso 


Fre liesine MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09076 
ye DR. DAUGHERTY 9NGR CERTIFICATE OF DEATH 


Reg. Dist. No. 


= 
= 
=s 
— 


8 ( woh. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceared lived, fimliulion, Residence before odiinion) 
ER\_  L bs ALLEGANY MARYLAND || ° MARYLAND pb. COUNTY —— ALLEGANY 
Sy BL CITY OR TOWN [if ouhide corporate limits, write |e. LENGTH OF STAYIN 1b || c. CITY OR TOWN (if outiide corporate limils, write RURAL ond give neateit town) 
3 RURAL ond give neorest town) 3 DAYS WESTERNPORT 
52 
23 
y 3 =] d. AE oe Ao {If not in hospitol, give street! oddress) d. STREET ADDRESS. e. Bupa 
5 MEMORTAL HOSPITAL ' 03 MARYLAND AVENUE Yes EJ NOS _ 
= 3. NAME OF First Middle lost 4. DATE Yeor 
: 2 aes MARSHALL LEE MAPHIS Sam SEPTEMBER 26 
3 19 
ao 3. SEX & COLOR OR RACE |7. MARRIED DR NEVER MARRIED [J [®. OATEOF BIRTH 190]. AGE aes foo FE ORDER YEAH UNDER De Ws. 
s Mi 
ae MALE WHITE winoweo ft] _ovorceo) | DEC. 23, s90m yn. ("iB ‘i 
& Ba 100. ween een (Give kind Gy sl 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign 135 part CITIZEN OF WHAT COUNTRY? 
ses Juring most of working life, even if retir 
zed | |_ Painter VA. PULP & PAPER GO. WEST VIRGINIA U.S.A. 
58s 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Bale FRANK MAPHIS CELIE WISE 
& @ 5 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 114. SOCIAL SECURITY NO. |17. INFORMANT Address 
4 TYes, ne, oF unknown] Ut you, give wor er dotet of terviee! 
Fy ) No MEMORIAL HOSPITAL = CUMBERLAND, MOD. 
z 1B. CAUSE OF DEATH [Enter only one couse per ae 1b) ond (c}} ‘ 73 INTERVAL BETWEEN: 
= PART |. DEATH WAS CAUSED BY: Lap Pc 
8 ah IMMEDIATE CAUSE (o)__ tis 
= 1G DUE TO 1 A 
ss 7 
E Syste wo °C. arto 
3 gove rite 10 immediote 
Ss couse (0), stoting the under: ( PVE TO 


lying couse lost. (o) 
Paar Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lo) 


Ww. i AUTOPSY 
RFORMED? 


wo NO 


cate has been 


20. ACCIDENT FOE eet o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY (Home, farm, 1 20, {City or town) (County) {State) 
Hour o. m. While Nat while foctory, street, office bldg., etc.) ! 
p.m. 19 Jot work (] ot work H 
21. | certify that! ilpidederes deceased from,._.@° 2%, WZ. a F-ro~ 19. S ‘that | last saw the deceosed 
alive an 27 VB & , and that death occurred at_! 240 Aa, from the causes'and an the date stated abave. 


ADDRESS (Stree!, city of town, stote) DATE SIGNED 
/ nett YER CS peeew lt ys aa eS 7 22-3) 


i HF NTLLLAM MaDe. 


ained by the hospital ar attending physician. 


3 
3 
= 
3S 
= 
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rd 
° 
5 
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a 
a 


rh 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


\ 
is 


] Lancs PUL 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O900¢ 
992 CERTIFICATE OF DEATH wep. Dut. vo BOT 


1, PLACE OF DEATH 


9. COUNTY Alle 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give nearest town) 


2 Se ih ee? (Where deceased lived. If institution, Residence before admission) 
a. 


Mi ‘land b. COUNTY Alle 


| ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


- 
fi 


¢. LENGTH OF STAY IN 1b 


a 

ad 

Se 

32 Lenacening a Lenacen 

= = d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS _ e. (S RESIDENCE 

bed Rig OR INSTITUTION, y ON A FARM? 

ime Washingten Street Washingten street ves] Nom 

2 3. pea roe First Middle Lost 4. tae Month Doy Yeor 

: (Type or print) Me Matthewg o“" September 29 19 87 
8 5. SEX 6. COLOR OR RACE | 7. MARRIED JR] NEVER MARRIED DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
— last birthday) Min 

Female White wivoweD [] Divorceo [J 20 , 1891 yes. 


12. CITIZEN OF WHAT COUNTRY? 


UsSeAe 


during most of working life, even if retired 


Heuse werk _Omn Home Lonacening, Maryland 


7 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


| william Gardner ah Jane Wilsen 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
T¥es, 90, oF unknown) {IF yes, give wor oF dotet of service) 
none Robe Matthew Lonacening, Md, _ 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b}. ond (ch) INTERVAL BETWEEN 


PART 1. DEATH Was CAUSED By: { | ple ey 
IMMEDIATE CAUSE (0} 


DUE TO 


Conditions, if ony, which Case 


gore rise to immediate = 
(ER as Oe en betes 5 S 
lying couse lost. «© 8 

F 


t 10a, USUAL OCCUPATION (Give kind of work feu 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


Then please remave corbon papers. 


DIRECTOR: After this certificate has been signed by the attending physician and completely fi 


Nancives Leslie R. Miles, Jr.,M.D _...Lonaconing, Md, 
2c. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY ‘22d, LOCATION (City, town, ar county) (State) 
REMOYAL (Specify) a 
B 5 0/2 Oak Hi mete Lonaconing Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR bf 1) 
Years! George Richhern Lenacening, Mde ome 0/4 /S/ | 7 £3 cs 


G 
& 
Se 
ee 
Bes = Part ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o][19: WAS AUTOPSY 
Ros = 
22% Kd Yes] NO(] 
Po2 = [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
iS oe & | OR CONTRIBUTING C] CAUSE OF DEATH 
eek © | ((F EITHER, NOTIFY MEDICAL EXAMINER) 
S38 & [20c. TIME OF INJURY Month, oy, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote) 
Bree a Hour 0. m. While Not while factory, street, office bldg., etc.) | 
BEL 2 pm. 19 lot work [1] of work CJ : 
a % = 7 t 
3 a 21. | certify that | attended the deceased fram 4... WEG, to ef 2-1... 19:2_L that | last saw the deceased 
Hy 
ees alive an_. pa Pe wS2 that\Heath accurred at/2°3° QM, from the causes and an the date stated above. 
=O8 ADDRESS (Street, city or town, stote) DATE SIGNED 
a AL 
pus / SIGNATUR alee a ae eat Ee 9-30~57__ 
ea2 
*3 
2 
s 


‘as 


page 


may 


TO HOSPITAL OR ATTENDING PHYSICIAN: This Tew requires that the death certificate be executed within 24 haurs after death’ Page 4 
TO FU 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9088 CERTIFICATE OF DEATH 


09078 


oll 


es ae Reg. Dist. No. 

& 3 = en 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before odmission) 

& 8 a. °. b. COUNTY 

eae 8 fi A 3 ny bie ary Land F 6fany 

ere b. CITY OR TOWN (If outside corporate limits, write [c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

g s a RURAL ond give nearest town) 4 

> 32 Frostburg I wke Frostburg 

2. 22 d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 

6 =4 OR INSTITUTION ‘ON A FARM? 

. 2S Miner's Hospital I05 E. Main Street ves] no] 
2 

2 . 4 3. NAME OF First Middle lost 4. DATE Month Doy Year 

= 

& (Type or print) James McKee DEATH 9 I6 1997 

= 6. COLOR OR RACE {7. MARRIED [_] NEVER MARRIED {7] | 8. OATE OF BIRTH 9. AGE (In years {IF UNDER 1 YEAR| IF UNDER 24 HRS. 

3 lost birthdoy) Dey Min, 

a 6-1T898 Q yt. 

3 i 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

3 € during most af warking life, even if retired) 

H M 0 U e iS} e A e 

3 13. FATHER'S NAM! 14, MOTHER'S MAIDEN NAME 

© 

9 ames Nickes ara Wh *, 


p eld 
1§. WAS DECEASED EVER IN U. S. ARMED FORCES? 116, SOCIAL SECURITY NO. [17. INFORMANT Add: 

FR re paar Wear og tise alt a cab Frostburg.Md. ““" (Daughter 
No P2O-TO Mi Norman ackson <i Bowe 


18. CAUSE OF DEATH [Enter anly one couse per line for (a). (b). ond (¢).] 


PART I, DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (o] 


INTERVAL BETWEEN 
ONSET AND DEATH 


et Af A LL 


Then please remave carban papers. Poges 


in any event within 72 haurs off 


DUE TO 


Canditians, if any, which o LAA LE Come scs 


= As ; 4 

E gove rise ta immediate 

g cotse (0), stoting the under- ( CUETO 
lying couse last. (). 


, from the couses and an the dote stoted above. 


2 
5S e Pant Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
=e =| 2 ‘ 
38 SL oAc. | Bape tee fll ce tbe fos pa ves F-Ko (] 
Be = | 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il af item 18.) 

ke & | OR CONTRIBUTING LJ CAUSE OF DEATH 
2s G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

% z A 
$5 & [2 TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) {(Stotey 
eo ro) Hour a, m, é While Not white foctory, street, office bldg., etc.) ! 

: § = p.m, jat work ([] at work (] i 
Bt Ee 

ee My SG 
£ 

rf 

° 

s 

3 

Pf 

a, 

2 


< ADDRESS (Street, city or town, state) ATE SI 
uo, LPL ee Lhe 
NAME (Type Lal bette a x 


DIRECTOR: After this certificate hos been signed by the attending physician and completely 


OSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death ce 
begetained by the haspital ar attending physician. 


220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, ar county) (State) 
& REMOVAL (Specify) 
zoo 9 
ofoe B 3) 9=-TS=-T9 Oal: 4 emetery Lo oninea id 
ii Pha. REC'D BY REGISTRAR  |(24b. REGISTRARS SIGNATURE 
YS ANS (4 J pw me , 
Tanyas plac} DATE /&-S9 | AL VACE. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
» AEPICAL EXAMINER'S CERTIFICATE OF DEATH 


— 


09079 
g 


HM = § M ; Reg. Dist. No. 
23 e ) 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where decected lived, If Inslitution: Residence before odmission) 
at ees @. ae en Are ae 
Re) = maryiano || © STATE Md ». COUNTS ALL @ Baie 
ey 3 b. CITY OR TOWN (it ounide corporate limit, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporale limits, write RURAL ond give neoret! town) 
68 3 ‘ond give neores! town) t 
ete anaranih 20 yree x 2, Lonaconing 
fs a d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS *. 18 RESIDENCE 
ere ves NODE 
fee > 3. NAME OF First Middle Lost ‘4. DATE Month Doy Year 
a) “DECEASED | ‘ we MAY ‘ OF 
> (ype or print) Catherine M. McKenzie DEATH Sept 7 9 Oe 
= 6. COLOR OR RACE |7- MARRIED Qe] NEVER MARRIED [J] 8. DATE OF GIRTH 9. AGE (in yeon | IFUNDER 1YEAR| IF UNDER 24 HRS. 
- ages) Months | Doys Min. 
ema whit wioowto[] _—ovorceo(} | March, 06 : yn. 
Wa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if relired) ; 
. 
Ho Midland ,Md. U.S.A. 


V3. FATHER'S. NAME 14, MOTHER'S MAIDEN NAME 
Henry McVeigh Mollie Clark 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yea, no, oF unknown) {Hf yes, give wor oF dotes of vervics) 
no Yone husband) Blain icKkenzi onaconing 0d. 


File pages 1 and 2 with the regi: 
deny 
— 


ttem 18. Give Pages 1, 2, and 3 ta the ful 


“s Office alang with farm PM3. Page 5 moy be retained for ¥' 


te shauld be executed within 24 haurs after death. 


€ 18. nei poor Pi eat ba cause per line for (a), (b), ond (c).] : INTERVAL BeTWeEny 
a ART DEAT MEDIATE CAUSE fo) Coronary occlusion 
3 “YA0,/ DUE To , 2 of 3 
g Condilions, if ony, which _Cardio-vascular-renal disease. ears 
%. gove rite to immediote cove 
S (0), stoting the underlying(g OUE TO 
id couse lost. FS (e. 
3 z PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0/19. WAS AUTOPSY 
‘@ n 12 _————-— > ma Mi 
= 3 4 3 Yes) Noo 
gers = a = 
$2 Bs = |200, ETERNAL CAUSE WAS (0b. DESCRIBE HOW INJURY OCCURRED. (Ener nature of injury in Port or Por II of item 18) 
2559 i | CAUSE OF DEATH. 
Lg I 
gus 3 |20c. TIME OF INJURY “Month, Dey, Yeor [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 120F, (Cy or town) (County) (Stote) 
BeBe 8 Hour 9, m. While Not while foctery, street, office bldg., etc.) | 
225% g p.m. 19 [ot work [J ot work [J H 
=f: 21. | certify that | taak chorge af the remains described above, held an Autopsy [_], Inspectian [3% Inquiry [ag and find that 
il 5 Be death resulted fram:__Natural causes Fe Accident (], Suicide [], Homicide [], Undetermined cause []. 
<o05 
Loven 
ge te = x mo, CHIEF MEDICAL EXAMINER [7] a 
25 2n- ) ASSISTANT MEDICAL EXAMINER [7] 
eos? =| | examiner's " 
2g: e NAME (Type) ITV eDeming M.D. DEPUTY MEDICAL EXAMINER 
oS To. BURIAL CREMATION, | 22. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
a : 
ea ae ur 9/9/1957 MARY METER ‘ AB 


5M 9/35 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Dei RECO PY RCRISTEOATT 7 AECISTRAR'S SIGNATURI ih /} 
gry GEORGE EICHHORN, LONACONING, MD. fe 0/< 71 them bern 
V/ 


bi Y RE 
Cae Pres 
we 5 Way oY 
rs) rob gy 
pan te ee re 
oe) Pee 
tS 


4A NVaUNG 


ai 


Tacos 


sala corporate limit, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24,haurs ofter death. Page 4 


~ 10 


Ba 


‘ DR. WEISMAN (JG 1__—_sCERTIFICATE OF DEATH 9080 


Reg. Dist. No. 


8 “ fh 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decected lived. If institution: Retidence befare admission) 
53 é @ COUNTY ALLEGANY marviano || > STE MARYLAND S.cOUNTY ~ ALLEGANY 
. 3 8. GITY OF TOWN It outs corporete frit write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if autside corporate limits, write RURAL ond give nearest town) 
3 iv pporest Jown 
52 COMBERTA 36 DAYS CRESAPTOWN 
22 ™; 3. NAME OF HOSPITAL {If nat in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
=e OR INSTITUTION ON _A FARM? 
a5 é MEMORIAL HOSPITAL ves) nofD 
5 3. NAME OF First Middle lost 4. DATE Month Yeor 
y. {Type or print) MARY M. MC KENZIE DEATH SEPTEMBER 2 1957 
2 5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH % AGE ieee IF UNDER 1 YEAR| IF UNDER 24 HRS. 
‘5 FEMALE | WHITE ——_|wiooweo(f —_—ovorceny | AUGUST 7, 1874 | “OS mm. [mm] Pom | Hee] Me. 
a. TW0o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |I1. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
25 } during most af workin fe even if retired) 
68 HOUSEW OWN HOME MARYLAND U.S.A. 
Bs < 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
B | JOHN SHOOK MARY STARKEY 
3 1§. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
eles ag ome we oo | More MEMORIAL HOSPITAL = CUMBERLAND, MD. 


INTERVAL UrUNett MEEN 
ONSET AND DEATH 


€ Wa. 
DUE TO Super luposad On WE SYTthe C AERC S/ > 
[7 10 SO Ss > Gyrs 


1B. CAUSE OF DEATH [Enter only one cause per mo “i {0}. (b}. ond (¢}.] 
PART !. DEATH WAS CAUSED BY: ie 
IMMEDIATE CAUSE (o), ce ies wh L 
DUE TO 


Conditions, if any, . PS LOWE Andes = (Pe. CfV ALL [Ah A ANS 


e 
e 
4 
g 
a 
€ 
& 
z 
= 


gave rise to immediate 
couse (0). stoting the under- 
lying couse lost. 


{¢). 


& 
s 
<3 
23 
4 
é 
> 
= 
° 
Ss 
2 
zs 4 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEp TO THE TERMINAt DISEASE CONDITION A NIN PARYo)] 19, WAS AUTOPSY 
g 3| /Ucacuple LA RSA Ob shicitin — SD) NOD 
© = [200. ACCIDENT WAS UNDERLYING O1_,] 206: DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Fort I! of item a) 
x, & | OR CONTRIBUTING L) CAUSE OF DEAT! 
5 & |{F ETHER, NOTIFY MEDICAL EXAMINER) 
5 & [20e. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —|20e. FLACE OF INJURY (Home, farm, | 20F. {City or town) (County) {Stote) 
3 a Hour o. m. While Not while foctory, streel, office bidg., etc.} 1 
§ = Pom. 1 fot work [7] at work [J t 
4 21.4 certify that | attended the deceased from.___.________.-____ 6 wit, to.__2< ef __ 2-5, 19.2. Anat | fast saw the deceosed 
: 
5 olive on______. 34 ake om 2&1, 19.57 __, and that death occurred ot2223_AM, from the causes ond on the date stated above. 
2 Y ? \ ADDRESS (Street, city oF town, state) DATE SIGNED 
mS ACTUAL = 
& } SIGNATURI t OLEae si tale SI Greene Sh oR ee Whe ofe-F 
6 ; PHYSICIAN ) 
8 Name ttyee)___DRe Se Ge WEISMAN CrbrMd L ted! 
4 a a en ee eee ge eee 
2 220. BURIAL, CREMATION, ] 22. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (State) 
%> eee ake 
5 ge Bur i: Sept. 1957. Philos Cemeter Westermmport, Maryland 
- \) —_]23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Yh. REC'D BY REGISTRAR | 24b. Rj of RAR'S SIGNATURE 
yes 6 SDCLE. S. Boal, Westernport, Maryland. x L) kaa) (Urb Ase b 1d) 


2 ] (eels ape 


u rate Jinzits a 


is 
E, 


09081 


q anh g Reg. Dist. No. 
8 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
: ® COUNTLLEGANY marviano |} ° "MARYLAND 6. COUNTY ALLEGANY 
rc b. CITY OR TOWN (If outide corporote limits, write ©. CITY OR TOWN (if outtide carporote limits, write RURAL ond give nearest town) 
3 RURAL ond give nearest town) 
2 CUMBERLAND 29_ DAYS CUMBERLAND 
2 § d. ve or fe ohne {If not in hospitol, give street oddress) STREET ADDRESS e. B A 
ze «460 MEMORIAL HOSPITAL / 216 SMALLWOOD STREET ee NOK] 
3S 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
we {ype er prin NELLIE i MC MILLAN DEATH SEPTEMBER 7 1957 
$. SEX 6. COLOR OR RACE | 7. MARRIED [I NEVER MARRIED oO 8. DATE OF BIRTH 9 ee LW IF UNDER 1 YEAR| IF UNDER 24 HRS. 
FEMALE | WHITE (ae Qa pivorcep [] JULY 29, f /3 “ dl Ses poorer oma es 


100. bed OCCUPATION (Give kind e porter 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 
buriny st , even if retire “ 
HOUSEMIFES " | Own Home CUMBERLAND, MD. 


( 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Then please remove corbon papers. Poges 1 and 2 shauld be filed 


the registrar prior to burial, cremation, or removal, and in any event within 72 hours after 


JACOB MYERS MARGARET HUFFMAN 
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
jar. eo It yer. give wor oF verve 
1 no a eae : none MEMORIAL HOSPITAL = CUMBERLAND, MD. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (5). ond (c)-} INTERVAL BETWEEN, 
PART I. f 
ATL DEAT MeDIAte CAUSE io)__Carcinoma of yter 

DUE TO 

Conditions, if any, which (o) 

gove rise to immedicte 


couse (a), stating the under- 


DUE TO 
9 coure lost. () 


\L DIRECTOR: After this certificate hos been signed by the attending physician and completely fi 


PHYSICIAN'S DR. Re BALLIN Maryland 9=9=57 


OSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Page 4 


i 
& 
Choi, 
62% 
285 ra Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
2. = ee : Saas PERFORMED? 
: = 
ass 1S yes] no] 
Po2 = [200. ACCIDENT WAS UNDERLYING []__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
ne E [eaten moe ceumee 
¢ uv a 
| Sete 2 
o56 & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
3g 3 Hour 0. m. Wuiiar 2 cniotiwhite: foctory, street, office bldg., etc.) | 
si? = p.m. 19 Jet work (] of work ' 
. 
= J 
a ae 21. | certify that | attended the deceased from._____ Lom5 [cto 1956_, to___ 957 _________, 19. 57.that | fast saw the deceased 
223 i 
eek , and that death occurred at LI 255PM, from the causes and on the date stated above. 
203 ADDRESS (Street, city ar town, tote) DATE SIGNED 
203 actual 4K Gas: 
pes SIGNATURI mo. ...02 Greene St, Cumberld 
ea2 
Eee 
e 
rs 
o 
& 


P (asi ee A ee iE SN er ae fa Da ORCL Sr eee ce eae ee 
, & ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
22 REMOVAL (Specify) . 
as Buria 9-11— Olive ove Oldtown, Md 
- - c 23. FUNERAL DIRECTOR'S SIGNATURE . ODRES: a. FEC/D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs Als (4) James #, Scarpelli, Cumberland, Md. yy ed Me W 
isw97ss, (NY OT. Nadas Slaten! Ld). 


Liling Mgt 


Viney - 


(col § 


Z 61 gas 
Darsosy- hg e 


corporate mits MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09082 
CERTIFICATE OF DEATH 


z 
? 


20a. ACCIDENT WAS ene ae 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! ar Part Hl of item 18.) 
R CONTRIBUTING L) CAUSE OF DEAI ae 
fie EITHER, NOTIFY MEDICAL EXAMINER) 


20, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (State) 
Hour a. n. While Not i factory, street, office bldg., atc.) | 
p.m. jat work [] at ule ——! Lg a 


21. | certify that Yattended the deceased from. 0W eh | eager hha (oa 19......that | last saw the deceased 
alive on d tha death ee w/3 ‘M, from the causes and on the date stated above, 


<5 Aas + aay , ox 
ast sie Leer wavais (© Milan lid Vy 


‘hed for use as the buriol-transit permit. 
MEDICAL CERTIFICATION 


DIRECTOR: After this cer 


ce ict Le J. Williams, Me-D. | Cumberland, Md. 


‘ea 


the registrar prior to burial, cremation, ar remaval, and in any event within 72 haurs after deat}. 


may be retained by the hospital ar attending physician. 


a os Reg. Dist. No. 
3 25 > 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissi 
Ss 8 Mi a. COUNTY a. STA b. COUNTY 
f 52% ) Allegan: MARYLAND Maryland * Allegan 
eae so — b. CITY OR TOWN (IF outside corporate limits, write | € LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest tawn) 
3 8 a RURAL and give nearest town) a P c 1 a 
ra tees, umber lan: ears umb erlan 
é Meas é 
2 22 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 
Oo =e OR INSTITUTION ‘ON A FARM 
ee 209 Independence St. /209 Independence St. vesL] Noe 
S » 3. NAME OF First Middle tost 4. DATE Month Da; Yeor 
= DECEASED OF Y, 
5 {Type or print) GERTRUDE LOUISE MEDERS cats =Sept. 1, 1957 4 
PERS | aoe 5. SEX 6. COLOR OR RACE |7. MARRIED [JKNEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
5 25 lost biethdoy) [Months] Doys | Hours] Min. 
cet I ema White jwidoweD [] Divorceo [] June 7, 1909 ye, 
£ E a) Wo. Sie OCCUPATION i kind ay sere done 10b. KIND OF BUSINESS OR tNOUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 luring most of, warking life, even if retire 
gat / | Housewife Own Home Kitzmiller, Md. USA 
3 2 2 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
» of ie 
B Be n A. Hoe ula Blackburn 
€ £e 15, WAS DECEASED Even IN U- S. ARMED FORCES? 176. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
= 6 es. ne, o¢ unknown) yer, give wor or dot of service) 
ys No None Mrs. Paul Robinette, Cumberland, Md. 
See. 
> 28 . CAUSE OF DEATH [Enter only one cause per line for (a), {b}, and (c)- INTERVAL BETWEEN 
¢ 88 1B. iy } (b}. and (c)-} 5 F 
3 2c PART I, DEATH WAS CAUSED By: * {i Wy ONSET AD PEAIa 
» ape IMMEDIATE CAUSE (0} Smt Oe D it ian Os es eA a At 
5 fF é : DUE TO/~ |) V = Y a 
i 
5 3 pene ont om biel phar Ope eg Het, LAA fA LL At —— 
3 gave rise to immedio z 
3 cause (a), stating the under DUE TO 
2 ee lyii last, 
g ying cause los! to. 
o 5a Ring souseslost. 
aa Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
Sia —-. t. > oa ~ 
268 — yes [] NO 
Ene 
sf 2 
Zo0 
< 
4 
rd 
2 
x 
a 
re) 
Zz 
z 
< 
a 
° 
2 
5 
3 4 Ro. BURIAL, CREMATION, ‘2b, DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (State) 
>. i 
= pee BurYAT"” 19/4/1957 |Sunset Memorial Gar. | Cumberland, Md. 
Pate: 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS REC: ‘2db. REGISTRAR’S SIGDIATURE 

vs 


SF 
> 
tr 
‘= 


Byron ght, Cumberland, Md. 


fit AME MAL hy 
Atting Kage 


“4 
= 
: 
% 


$A Nvaund 


Varco 


within corporate Hint MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 90 3 
4 9064 CERTIFICATE OF DEATH . 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: Lif C # pope 7 
IMMEDIATE CAUSE Ltr Ie ee ¢ ie ae ee oo he pe 


LS | DUE TO 
Conditions, if ony, shia Ee Ay A cS aes “Sai clap 
gove rite to imme: nin 2 es Fi-Lorthe tur | 


As Reg. Dist. No. 
oS 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased fived. If institution: Residence before odmission) 
fe ©. COUNTY Re °. b. COUNTY 
Sz Allegany _ Maryland Allegany 
. 8 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWR (lf ouhide corporote limits, write RURAL ond give nearest! town) 
$ RURAL ond give neorest town) 
es Cumberland 8 days Cumberland 
28 @. NAME OF HOSPITAL (If not in hospitol, give street oddren) d. STREET ADDRESS @. IS RESIDENCE 
a OR INSTITUTION ON _A FARM? 
as acred Heart Hospital _210 Union St. ves C] NOR) 
£5 3. NAME OF First Middle tow 4. DATE Month Doy Yeor 
s (Type or print) Jessie P earl Mills Beate nD 1957 
& 3. SEX 6 COLOR OR RACE |7. MARRIED JK] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE In year [IEUNDER 1 YEARTIE UNDER 24 HAS,” 
> lost ie" Months Hours [ Min, 
“ Female White |wioowen oworceoO] | Z 3/12/09 ih 
Se 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
25 ’ M during most of working life, even if retired) 
cs/ \ Housewife Own Home W. Vae, Keyser U.S.A. 
8 oS t 13. FATHER'S NAME 44. MOTHER'S MAIDEN NAME 
8% ; 
rs os Dempsy_ Rice Laura Harmon 
8 13, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO, ]17. INFORMANT ‘Address 
é | Bieireceruntnown) | (yes, gv wor or dte of servic] eae 
S O No__| 125-09-993 Patient's Chart 
& 
a 
« 
s 
z 
. 


couse (0), sale the cae 
lying cous a | Se 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}| 19. sae Y 
yes (] NO 


§ 
= é 
= 
6 5 
2 = 1200. ACCIDENT WAS UNDERLYING C]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
BS & [OR CONTRIBUTING [1] CAUSE OF DEATH 
€ & [UF EITHER, NOTIFY MEDICAL EXAMINER) 
A a 
6  [20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, eee 1 20f (City oF town) (County) {(Stote) 
5. 6 Hour 0. m. While Nei Shile foctory, street, office bldg., etc. 
3 2 p.m. 19 ot work [J ot work (J a 


L DIRECTOR: After this certificate hos been signed by the ottending physicion ond completely f 


ould be detached for use os the buriol-tronsit permit. 
the registrar prior to buriol, cremation, or remaval, and in ony event within 72 how 


HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours offer death: Bage 4 


3 ee, Sa | Sol AY DageZZZ__. 198 2Z that | last saw the deceased 
2 . from the causes and an the date stated above. 
= ADDRESS (Street, city or town, stote) ATE SIGNED 

bat 

a ACTUAL ¢ wes f 

3 SIGNATURI 2h 

4 

‘2 PHYSICIAN'S 

e NAME (Type) “OCC ARNE GIS Se ee ee ee ee ee a eee 
[3 No. Nov creo] 2b. Bee THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 

WAL 
bee S Sar 9/13/57 Hillerest Burial Park Cumberland, Maryland 
28 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2ab, REGISTRAR'S SIGMATURE 

VS AIS (4 Swe P iA) A) 
V5,A15 (a) John J. Hafer, Cumberland, Md. Lbdet’ Bp dots 1A) . 


leleng Lijec? 


—" = MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09084 
cos d MEDICAL EXAMINER’S CERTIFICATE OF DEATH i Be te: 


2, USUAL RESIDENCE (Where deceased lived. if Institution: Residence before jssion) VA 
Q. STATE California b. COUNTY 


ry 


@ 
es 1 and 2 with the registrar prior te burial, ere: 


MARYLAND 


9 
3 b. CITY OR TOWN iit outside corporate limits, write RURAL cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 

é rural Cibérfand Redondo Beach 4“? 

+ d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street address) d. STREET ADDRESS e PR yes 
A: Vie'$ Tavern, R.F.D. #4, Oldtown Road 150 Calle de Andalusia ves] No BF 


3. NAME OF First Middle Lost 4, DATE Month Day Yea 


Tyee pra) Andrew Kalb Moreland bum Sept. 19 ie 59 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED Al] 8. DATE OF BIRTH 9. AOE Ting IE UNDER 24 HRS. 

male white WIDOWED [J] ovorceol] |Sopt,2 =18 8 76 es Months | Doys | Hours | Min, 

10a, USUAL ee veaT ON Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY j 11, BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
aytorin Plate Mill Old Town,Md. U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Moreland Mary Elizabeth Shatzer 
i ye a ae ie eae Ralpiaico ald 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
no _| P13-16-9707| Wn.W.Van Nice,Redondo Beach, Calf. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


& ATH 
rant. DeaTH was cause at, Coronary occlusion “sudden 


“el x DUE TO 
Conditions, if ony, which i 
Gove rise to immediote coure 

(0), stoting the underlying( OVE TO 
cause lost. ‘ie ie 


If any delay is necessary, ple 


ye: Fu 


th farm PM3. Page 5 may be retained for ¥ 


ile 


4 


Coronary sclerosis 


-transit permit. 


Bronchial asthma several yrs 


PART I1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)]19. pte cn (ath 


vsQ) NOG) 


r4 
9g 

3 

& 200. EXTERNAL CAUSE WAS 20b. DESCRIGE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of ilem 18.) 

& | PRIMARY L) or CONTRIBUTING C] 

| CAUSE OF DEATH. 

a i 
& | 20c. TIME OF INJURY — Month, Day, Year 20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, Sa 1 20f. (City or town) (County) {Stote) 
8 Hour 9. m. While Not while factory, sireet, office bldg., ete.) | 

= p.m. Ww ot work ot ; 


21. | certify that ) took charge of the remains described above, held an Autopsy [_], Inspection J Inquiry [R, and find that 
death resulted from: Ngtural causes m. Accident [], Suicide [J], Homicide [], Undetermined cause []. 

® 
DATE SIGNED 


ACTUAL 
SIGNATUR' CHIEF MEDICAL EXAMINER Oo 


ed to the Chief Medical Examiner's Office clang 
PRAL DIRECTOR: Page 3 should be used as a buri: 


cuteshe certificate, writing the ward “‘pending™ in pencil in Item 18. Give Pages 1, 2, and 3 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours ofter death. 


< oe ASSISTANT MEDICAL EXAMINER [J] 

2 Nameted He V.Demin ng M.D. DePuy Mepicat Examiner (¥Sept 20-1957 
= . No. tee ey 22b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION {City, town, or county) (Stote) 
gos Cremation | 9-23-57 Cedar Hill Cemetery Washington D.C. 


23, FUNERAL ae eeu ‘2da. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 


ADDR! i 
vs aon) James carpelli Cumber Land, Md. oare hat -91/ 14 Loo. fos es 


within corpora ¢ mite MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9085 
)0GG CERTIFICATE OF DEATH ise 


1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admistion} 
. COUNTY 0. STAI 


Allegany MARYLAND Maryland b.county Allegany 
b, share. sada {lf i bleh limits, weite c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote write RURAL ond give nearest town) 
Daligheinsstali pcan : 
Cinder lara 12/6/52 (Moscow) - =xi_am—«,e 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1$ RESIDENCE 
OR INSTITUTION ON A FAR 


Allegany County Infirmary (emenaE) ves E) NOK] 


. NAME OF First Middle lost 4. DATE Month Doy Yeor 
(ype er print Mary Murray ban September 4, 1957 
5. SEX 6. COLOR OR RACE |7. Marnie [1] NEVER MARRIEDIE] | 8. DATE OF BIRTH 9. AGE {In yeors IF UNDER 24 HRS. _ 


Female | White |woowog ovorcog | 12/8/1867 aeaee ae. dees ee | ks 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working ‘en if retired) 


Retired - Housekeeper Maryland Us Be We 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Murray Ma Cavanaugh 


be? aa ve RL cee 16. SOCIAL SECURITY NO. |17. INFORMANT P « fe) «Box 59 9 Address @ umberl and Py Ma - 
‘ ors ed Allegany County Infirmary Records | 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (<)-]  ——_ INTERVAL BETWEEN 
y? . INSET AND DEATH 
PART |. DEATH WAS CAUSED BY: a / ~ 4 
IMMEDIATE CAUSE (0 Abe Poh 
. BUETO 
Conditions, if ony, which rs a> 24. 2 


ise to i iote 
gove rise to immedio’ see | 


in by the funeral director, 


ind 2 should be filed 


in 24 hours after death. Page 4 


f) 


L DIRECTOR: After this certificate hos been signed by the oltending physicion and completely fi 


Poges 


jeose remove carbon papers. 


Then 


couse {0}, stoting the under- 
lying couse fost. 


Pant IWWQTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)/ 19. ae AUTOPSY 


beh; Veil, Rt vet) OO 


20a. ACCIDENT WAS UNDERLYING C] Ob/ DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form. | 20f. (City or town) (County) (Stete) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) + 
p.m. 19 jot work [J of work [] : 


or attending physicion. 
MEDICAL CERTIFICATION. 


DATE SIGNED 


9LU/37.... 


jould be detoched for use os the burial-tronsit permit. 


PHYSICIAN'S Dr. L. B. Mathews 


NAME {Type) 


‘22o. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. NAME EMET! Bal QEATION (City, town, oF tot 
REMOUAGIESN TY € WIVREA PS Cc re is (City, it county) {Stote) 
B B D 9 iD) 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR : ab. REGISTRAR'S SIGNATURE 
GEORGE BICHHORN LONACONING, MD. atl, 457 / Kf 
7 


eloined by the hospi 


z 
v 
2 
3 
3 
° 
x 
3 
° 
zm) 
2 
3 
2 
3 
3 
< 
Hy 
a) 
e 
= 
G 
= 
: 
i 
ce 
2 
Fa 
ES 
© 
= 
= 
3 
< 
Q 
a 
z 
© 
3 
ra) 
<2 
a 
= 
5 
< 
4 
° 
an 
< 
= 
a. 
a 
° 
= 
° 
e 


3 ‘A VFN 


6 dds 


Dacaostt | 


* MARYLAND gy DEPARTMENT OF HEALTH—BALTIMORE, 18 ny 86 
yg. CERTIFICATE OF DEATH 


eee 
’ 


ae ros Reg. Dist. No. 
23 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoved lived. If institutions Residence before admission) 
a Ce Allegany MARYLAND cee Maryland b.county Allegany 


Cy B. CITY OR TOWN {if euiide corporate fimil, write [e. LENGTH OF STAY IN 1B ¢. CITY OR TOWN (If outside corporete limits, write RURAL ond give nearest town) 
25 PROSERIE ¢ life Frostburg 
oes fae 
22 ‘d. NAME OF HOSPITAL (If not in hespitol, give street oddress) d. STREET ADORESS, @. 1S RESIDENCE 
= A) WK OR INSTITUTION , ON A FARM? 
aS Park Avenue 19 Park Avenue vs NOD 
ce 
= 9 x pd Ae OF First i YERS 4 ner Month Day Yeor 
> s (Type or print) LOTTIE Stamm Sep t 3 3 19 57 
ey 5. SEX 6 COLOR OR RACE | 7. MARRIED ((] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In yeors R[F UNDER 24 HRS. 
os lost nen Min, 
i female white [wows] —_oivorceo -17-1879 yt ef bn | He 
a 100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Re = during mos! of working life, even if retired) 
Ce eee ousewor own home Maryland U.S. Ak, 
2 |] 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
d Thomas Farrady Sarah Bone 
3 1S, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
13 (Yer, no, oF unknown) {18 yes, give war or dates of service) 
4 ) 1-07-1908 |Ruth M. Todd Frostburg, Md. 
H 18. CAUSE OF DEATH [Enter only one couse per line foy/fo}, (b). ond Ta d INTERVAL BETWEEN 
“a PART I, DEATH WAS CAUSED BY: 
§ CRATE AMPOIATE CAUSE (0 Lh he AXIS] 1 
= x DUE TO fp. 
Conditions, if ony, which e Fixe 4 
Gove tise 10 immediote (Tea) 
{0}, toting the ynder- ( SUE TO —_ | 2 ve 


lying couse lost. to. 


-transit permit. 


ADDRESS (Street, city or town, stote} DATE SIGNED 


L DIRECTOR: After this certificote has been signed by the ottending physicion ond completely f 


ro 
9 
g 5 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
3 3 
4 ar 3 yes] NO 
2 = 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port 1 or Port Il of item 1B.) 
e 
ct & | OR CONTRIBUTING 1] CAUSE OF OEATH 
ee © [AF EITHER, NOTIFY MEDICAL EXAMINER} 
O55 G [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stotey 
Cea) ra) Hour 0. m. 1p [hile Not while foctory. street. office bldg... ee.) | 
ES 5 = pom. lot work [[} ot work [1 pr, 
3 a 21. | certify thoj7! Attended the deceased from AM aA. ese 1a A Ce ft... 1 w thot | lost saw the deceosed 
3 } 
© % olive on [eo Po woe. ae Se 1822 Z ond thot deoth occurred < oh, - . from the couses ond on the dote stated above. 
fas t 
5% / 
pes 
ey) 
> 
J 
2 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours ofter death. Page 4 


ACTUAL 
, SIGNATUR 

; / 

£ PHYSICIAN'S 

iy NAME (Type) an 

Ei Neo. sence ay Ne. pe OF CEMETERY OR CREMATORY aa LOCATION town, or county) (Stote} 

ipecify’ 
413 3 eo bg. Memorial Park Frostburg, Md. 
oo 2B. roMeEsT RECTOR 'S SIGNATURE a 2a. ves 'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 

Vee) J. R. Durst, Frostburg, Md. P-S-SD ih ill tDl% 


7 


SA AVIA 


(Sass | 8 


= 


t 


o 


+ directar. Page 4 should be 


ith farm PM3. Page 5 may be retained for 


tansit permit. File poges 1 ond. 


‘rar priar to burial, cremation, 
~ 
~ (2 


If any delay is necessary, please exe 
files. 


‘ a the regi: 
feed 
= 


‘S 


~ 


in pencil in Item 18. Give Pages 1, 2, and 3 to the 


ded ta the Chief Medical Examiner's Offic 


or removal. 


co 
fi 
To 


e along 


Socal 


RAL DIRECTOR: Page 3 should be used as a burial-ti 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 
ulgsthe certificate, writing the word ‘‘pendin, 


VS. AISME(5} 
5M 9/55, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


te Mets + 
ih io aa MEDICAL EXAMINER'S CERTIFICATE OF DEATH ae 9 0S 
5 —— eg. 5 5 
1, PLACE OF 3 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
©. COUNTY Aj eae MARYLAND || ® STATE . b. COUNTY Lp abd’ 4 
b. a OR DR TOWN ean iparte Fimita, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN ace outside corporo| ae write RURAL ond gir 
“Cumberland 7 days Pittsburg 
d, NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) d. STREET ADDRESS. Cay at 
. * & aay ON A FARM? 
Memorial Hoapital 1506 Williamburg Place ves G]_NO 
ch (NAME ag First Middle Lost 4, oe Month Doy Year 
‘lrpe or rin) Fredrick Donald Peters DEATH Sept. 2 w 57 


5. SEX 6. COLOR OR RACE {7- MARRIED [AF NEVER MARRIED []| 8. DATE OF BIRTH 9. AGE (in yeon [IF UNDER 1YEAR] IF UNDER 24 HRS. 
peered Months | Days Min. 
male white wioowen] —otvorceo OO) | Dec, 272189 6 60 ys. 


V2, CITIZEN OF WHAT COUNTRY? 


Wa. USUAL st vou ots kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign ‘eountry) 
aad ver life, even if retired) 
forticran Funeral Stoneboro Pa, 


U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Albert Peters LAURA SMITH 27 ie) 
15. WAS DECEASED EVER IN U: $. ARMED. FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT Address 
et, 10, Fri ‘woror dates off 
es |WW2 N69-01-0924Memorial Hospital records 
18. CAUSE OF DEATH [Enter only one couse per line for (a), [b), ond (c}.] INTERVAL aeTwteny 
_PART | DEATH MDIATe cause yo) _ACUte uremia days 
0 a x DUE To : 
Ceeciiinni’ it Baysehieh » Sho ck, severe, Irreversible 7 days 
Gove rite to Immediote couse = 
ing th i 
Cooter nay @_Contusion of chest& compound, Fracture of | 7 days 
PART (I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TER! bisbaselC ONOMONLGN EN IN PART Wa}]19. Was AUTORSY 
Cerebral contusion vest] No DF 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18) 1% Ue 


Cusoroame O@ | Autoaccident Ayg.26/57-9 miles south of Petenaborih WV. 


We. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED ]20e. PLACE OF INIURY (Home, form, 120F, (Cily oF town) (County) (State) 
jour Em While Not while’ <p ie Ag ST 
pmAUg. 26 9 at work (] ot work BEIT 72 O-n Pe aa = { 


21. 1 certify that 1 toak charge of the remains described 74 held an Autapsy (J, Inspectian fx], Inquiry [3p and find that 
death resulted fram: Natural causes [[], Accident [, Suicide [], Homicide [], Undetermined cause (J. 


MEDICAL CERTIFICATION, 


DATE SIGNED 


ip, CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER [1] 


PAuMeRey Vv Deming M.D. DEPUTY MEDICAL EXAMINER] Set. 2-1957 


Ma. taaln Aimee 7b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) [Stote) 
Bursar” |Sept. 4,1957 | Woodlawn Cemeter Wilkinsburg, Pa. 
23. hae ans ROU eae si) a 4 2ab. Ri R'S y ATURE 
arles L. George umberlan M f 2) 
ae salt ane Hotel SZ /9SF\ LO eM Aenbstal LNA. 


Serpe ee Cet. op litiatr. 


Then please remove carbon papers. 


L DIRECTOR: After this certificate has been signed by the attending physician and completely f 


should be detached far use as the burial-transit permit. 
the registrar prior ta burial, cremation, ar removal, ond in any event within 72 hours after 


retained by the hospital ar attending physician. 


po: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs ofter death; Page 4 


VS AIS5 (4) 
15M 9/S5 


oar corporatd limiy, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


£ oie 
3£/ 
33( fi 
ty Ly 
ae See! 
3 
33 
ped 
<3 
22 
aS 
Gels, 1 
ce 
£5 
&: 
iy 


23. FUNERAL DIRECTOR'S SIGN a th BY REGISTRAR 
S Yooh LT, 4 A, /9ST7. 
eae 7 


X 


9968 CERTIFICATE OF DEATH 09088 


Reg. Dist. No. 
2. USUAL RESIDENCE {Where deceased lived, If institution: Residence before admission) 


° SE Maryland s.couny A] legany 


1. PLACE OF DEATH 
s. CBUNTY Allegany MARYLAND 


b. CITY OR TOWN (IF outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give necrest town) 


Gumbertand™” 7/7/1950 || <2 (Westernport) Mt. Savage 
d. ey eta lese ig tial {If not in hospitol. give street oddress) d. STREET ADDRESS. . Saree 
Allegany County Infirmary (Mt. Savage,Md.) | wsO sqQ 


3. NAME OF First Middle Lost 4. DATE Moni Ye 
pee Robert Rankin | San Sept ember tg ’ wer 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED 8. DATE OF BIRT! 9. AGE (ln yoors IEUNDER 24 HRS. _ 
Male |White wiooweo (] —sooivorceo [] 9/18 /1882 4S Beare ister Min. 


Wo. USUAL OCCUPATION (Gi: ‘ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 
during most of working life, even if retir 


None - Always inva ided Westernport, Ma: 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


James Rankin Jane Bacon Ferguson 
a ae. SOCIAL SECURITY NO. |17, INFORMANT P -Q), Box 599 A addres Cumberlan »Mde 


wens Allegany County Infirmary Records 


12, CITIZEN OF WHAT COUNTRY? 


dang U- She 


No 


18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b) ad (e).) EYAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: iad pp ke 
22, IMMEDIATE CAUSE (0) y 
II DUE TO > 
Conditions, if any, which e 
to immediote 
ting the under. ( OUE TO x > 
, (c} 


9 4 

Pawt il. OTHER SIGNIFICANT Ryd are ap TQ DEATH B 
200. ACCIDENT WAS_UNODERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —|[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County} (State) 

Hour o. m, While Nat while foctory, street, office bldg., etc.) | 
p.m. 9 Sot work [[] ot work [ 


ADDRESS (Street, city or town, stote) DATE SIGNED 


49 Greene St. 9/20/57 


‘ 
RELATED, y 3 DISEASE CONDITION GIVEN IN PART 3(0)|19. WAS AUTOPSY 
PERFORMED?, 
’ yes] no (i 


inter nature of injury in Port | or Port tl of item 18.) 


z 
2 
4 
= 
g 
& 
& 
iv) 
z 
g 
$ 
= 


HASH ay James E. McLean ——<$§ «5§ SC Cumberland, Méde is 


Zo. BURIAL, creaoN 2%. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d. ‘WE (City, town, ar county) {Stote) 
VAS (Specify r 
SOR TRL SLT PHILOS ESTERNPoRT_Mb. 
oy, AR'S SIGNAFURE 


Gr 


{—— 
WSbs, G, fla G 


F vaiwng 


ier SS age 


fits MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9n§9 CERTIFICATE OF DEATH 


corporaly 


< 
_ 
e 


0905: 


“4 v5 ~~ Reg. Dist. No. 
% 83 ( Pe jy. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before admission} 
5 5 °. b. COUNTY / 
ee Set MARYLAND v 
ee ALLEGAN, PENN. _ _ BEDFORD 
£5 b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
8 8 3 RURAL and give nearest town} 
pene UMBERLAND q 
2) Reig d. NAME OF HOSPITAL (IF nat in hospitol, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
° = ia Me OR INSTITUTION ON A FARM? 
ee AGRED HEART HOSPITAL ROUTE #3, ves NOD 
2 25 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
< i 
e {Type or print) AMMY RENEA ROSE DEATH 19 4 
3 =o 5. SEX 6. COLOR OR RACE | 7. marnien [alt NEVER MARRIED [-] 8. DATE OF BIRTH 9 oreo IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= 3 thdoy Hours | Mi 
2 a¢ FEMA HT woowoT] vor) Leeper, 16. 19 ia 
2 e€&; Oe. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
& 2 a5 n during most af warking jite, even if retired) 
S Bev Jue£ Cumberland, Maryland USA 
2 85 ~ 13, FATHER'S NAME ‘ 14. MOTHER'S MAIDEN NAME 
Te 

2° 58 
3B 8 ofe HAROLD ROSE MARY ELLTOTT 
= 5 xs 1 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17, INFORMANT addres RE, SB 
ae os (Yes, no, af unkown} UIE yes, give wor or date of service) ") 
= Pets LA Zhen Mrs. Harold Rose Bedford, Penn 
3 2 < 18. CAUSE OF DEATH [Enter only one couspepgr line for (0), (bh. ond (sh) INTERVAL BETWEEH 
v0 £85 PART |. DEATH WAS CAUSED BY: ( ri. 
+ 2 ge IMMEDIATE CAUSE (0 
= eS , 
st = 3 Lh DUE TO 
Rae > Conditions, if any, which (o Ae pS Me 
3 3 : So gove rise to immediate 
See Sic cause (0), stoting the under- ( DUE TO 
SetsP lying cause lost. tc 
Siouete pli RE 
33 85° 5S Past tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. WAS AUTOPSY 
ofD=5 Q PERFORMED? 
i - i 

Eas > < "A yés—) not 
e2a5g.00 6 @27.O0 
ime © vy 
ropes § = | 200. ACCIDENT WAS UNDERLYING [1] ].20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
a ae & | OR CONTRIBUTING C] CAUSE OF DEATH 
aera & Jr EITHER, NOTIFY MEDICAL EXAMINER} 
>t = ees 2 

== = 
Sotss & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City ar town) (County) {(Stote) 
> ore go 6 Hour oo. m. While Not while foctory, street, office bldg., etc.) ! 
Sls E =: .m, 19 lot work [] of work JF 
aoe 52 = p. z— A 

eee Orb Vi 5 Ly) 
g eS Ss 2 21. | certify/Jhat | sttended the oe is} EE LT es |e ae 0 eA f= _ £J___, 19s¢__.fhat | last saw the deceased 
2 37 
os. ss 5 alive an_, 2 ieee =) and that death accurred ie fram the causes and an the date stated above. 
e2s2° (Strepincity oF town ny DATE SIGNED 
E ese s 
25°07 
ape so SGwatur MD. 2A era d-o---- 4 AAhaaerornhe a, fee ef 
Ofava 
Zea25 PHYSICIAN'S 
ar a NAME (Type) Blane Schindler, M, : MD ns Grean-Sta,-Cum ms piectapenties eee 
Fy y Zo. BURIAL, cea" ‘2b. DATE THEREOF Ze. "NAME OF CEMETERY OR CREMATORY ———~*+dSZ2d. OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county} {Stote} 

~eo~ REMOVAL (Specify) res i . 
5 BO £2 al 27/57 Fellowship Cemeter Centreville, Pennsylvania 
= + “5 FUNERAL DIRECTORS tale ADDRESS do. REG'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Fes 
q ; J = 

Years John J. Wafer, Cumberland, Maryland Loe 2% / Gs a1) bedtd/ Masitls 


- Meleng Cod 


‘sth corporate fiantt= MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09090 
g 7 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


g2 5 Reg. Dist. No. 
23 9 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before odmision) 
ae & Allegany marytano || STATE Md. COUNT Allegany 
au 8 B. CITY OR TOWN iif ovtide corporate linin, write RURAL ¢. LENGTH OF STAYIN Ib || ¢. CITY OR TOWN [IF outside corporate limits, write RURAL ond give nearest town) 
go 5 end ae peorest ie 
ees 99 Cumberland > 2. Cumberland 
3 5 5 ‘d. NAME ¥, HOSPITAL _OR INSTITUTION {If tgt in be in hospital, give street address) ye . STREET ADDRESS * 15 RESIDENCE 
a ag IR oe ha $13 Maryland Ave. v0) Nop 
+ § 3. NAME OF First Middle J. Dare Month Doy Yeor 
rE e (type oF pi Elsie Mae Squires Rudd DEATH Sept 24 1957 
= is 5. SEX 6. COLOR OR RACE [7- MARRIED Cree magna. C4 . DATE OF BIRTH iF UNDER 24 HRS. 
sole : 
£ female white  |wroweQ vorceo L] | March 8-1893 Months] Days | Hours | Min. 
= 2, CITIZEN OF WHAT COUNTRY? 
« 


10a. USUAL OCCUPATION. ors. as of rent dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slate or fareign country) 
{ during most of working life, even if retired f, 
Housewife Own Home Cumberland,Md. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John $OORiKxOKK Wilkinson Josephine Martin 


AREY oi 
{¥e, no, or unknown) (UF yes, give wor of doles of rervice) by A 
no Mmeorial Hospital records. 


18. CAUSE OF DEATH [Enter only one couse per line for {a}, (b), and (c}.] 
FAST. OFAT Nplate caus fg) _COronary occlusion 
UAa.C DUE TO 


1, if any, rai ® 


U.S.A. 


= 


File poges 1 


INTERVAL BETWEEN. 
ONSET ANO DEATH 


sudden 


form PM3. Page 5 may be retoined far y 


Arteriosclerotic heart disease 


jo Immediate couel years. 


{), stating the underlying 
cause lost. [as 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho}} 19. tee ey ae 
‘0 


——————— 


“in pencil in Item 18. Give Pages 1, 2, ond 3 to the fun 


19 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 


£ 
& 
e 
= 9 
al 
28 
Ste 
oa 
8 o 
= 5 
s © z vesC]) NOT} 
B25 : 
3 20a, EXTERNAL CAUSE WAS [20b. DESCRIBE HOW INJURY OCCURRED. (E jury i item 18) 
Bs 3 PRIMARY Clee COMRECONING BD ESC {Enter noture of injury in Part | or Port I! of item 18.) 
Sez CAUSE OF DEATH. 
ga 3 0c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY {Home, form, 120. (City or town} (County) {State) 
zo% Loe dG. While Nat wile foctary, street, affice bldg., etc.) | 
= cs RS pom. Ww at work [J at work (J : 
Pee 21. | certify that | tack charge of the remains described abave, held an Autopsy [_], Inspection Pk], Inquiry [9s and find that 
3 g death resulted from: tural causes [, Accident [], Suicide [], Homicide [-], Undetermined cause [_]. 
SUE 
ben 
“ = = Mp, CHIEF MEDICAL EXAMINER [] Eaves 
bros ASSISTANT MEDICAL EXAMINER [1] 
me i EXAMINER'S 
rs 2 NAME (Type) He VeDeming M.D. DEPUTY MEDICAL EXAMINER EE] Sept 25-1957 
Saad 7e. BURIAL, CREMATION, [72b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (State) 
BL G5 Laden (Specify) 
© a Qc HS o Burd Pp nd and 
ee FUNERAL DIRECTORS SIGNATURE “ADDRE 24. REGISTRARS SIGNATURE 
Vs. ANSME(S). r berland. Menena iY 
Sere James F, Scarpelli, Cumberland, Maryland. Lobo W729 /: OL Glan LY A). 


” edtivr Cpe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09091 
a, CERTIFICATE OF DEATH res. dit. to, of 


Within corporate limiia 


oe ES ee ie 
ae 1, PLAGE OF DEATH : 2, USUAL RESIDENCE (Where deceated lived. If insitution: Residence before edmistion} 
o. oO. 
3 Allegany MARYLANO Maryland b CORN SS dai 
b. CITY OR TOWN (If outside corporote limits, write c¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
8 UeRee Tar and’, town) . 
wee oo Cumberland, 
oe d. NAME OF HOSPITAL (if not in hospito!, give street oddress} d. STREET ADDRESS e. 1S RESIOFNCE 
=s ro OR INSTITUTION ON A FARM? 
soe fe N. Chase St., 9 N. Chase St., ves] Novy 
£6 3. NAME OF First Middle Lost 4. DATE Month Day Year 
Ss: (Type or print) JANE VERONICA _SCIIELLHAUG of%™ Sept, 30 1957 
oD 


IF UNDER 1 YEAR| IF UNDER 24 HRS. 


9. AGE {In years 


Po 


5. SEX 6. COLOR OR RACE | 7. MARRIEOL] NEVER MARRIED [_] | 8. DATE OF BIRTH 
* ” los! birthday) Days | Hours] Min. 
Fenale White wivoweo [] pivorceoQ] | Mare 5, 1877 yes. 


pers. 


2 
mt 
=a 


12. CITIZEN OF WHAT COUNTRY? 


N 
bs 


iGo. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. ae ORCE (Stote of foreign country} 
during most of working life, even if retired) 


llousewife Own_home Mt. Savage, Md. U. S. 
. 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 Michael J, Kelbey Sarah Jane Welsh 
ry 41S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
E Wes, ae unknown) (IF yes, give wor or dates of service! P 
= No None Miss. Mary Jo Schellhaus, Cumberland, Md 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ‘ond (] ay INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: ONCE ANDRE 
& Rg IMMEDIATE CAUSE (o} 
= 4. yo ax DUE TO c 


Conditions, if ony, which 


|, ¢remotion, or removol. ond in ony event within 72 hours oftér 


AL DIRECTOR: After this certificote hos been signed by the ottending physicion ond completely 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires thot the deoth certificote be executed within 24 hours cfter deoth: Poge 4 


: gove to immediotn | oe 16, 
a cotsa (0), stoting the under. 
pees lying couse fost. to) 
5.5 z 
es 6 a Pani. OTHER SIGNIFICANT CONDITIONS LONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}] 19. sede 
Sos yl= Po p ; ; 
a a 6 Fn a as Paes b-Y f. MOU yes [] No Zl» 
oo3 & [200. ACCIDENT WAS UNDERLYING [1 | 208. DESCRI8E HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
2e3 = 
ice F | OR CONTRIBUTING LI CAUSE OF DEATH 
eed & |e EITHER, NOTIFY MEDICAL EXAMINER) 
i 2 EEE 
3&6 5 [ie TIME OF INJURY “Month, “Boy, “Year | 20d. INJURY OCCURRED 4 ]200. PLACE OF INJURY Home, form, 120F. (City or town) (County) (Store) 
b.%2 ‘ ra} Hour o. m. While Not white _C foctory, street, office bldg., etc.) | 
SE? = p.m. 19 lot work [J ot work [J H 
= 5 Z 
= RZ 21. 1 certify thot } attended the deceased fram.+ Y 2. WAL LSt0_ A Lo, sd 1g C_ Pihat | last saw the deceased 
2. a 
i 35 alive ang 2 ae Patan. Mand that deg Ar accurred at_8:30P4M, fram the causes and an the date stated abave, 
et 3 2 é ADDRESS (Street, city or town, stote) DATE SIGNED. 
4 = ACTUAL 1 
yess 7) SIGNATURI MO. . Tes. bu by fee; Lief. lB 7 
c za a 
: eo PHYSICIAN'S M. Schi ] y a 
eae s antttes__Plane M» Schindler My Dy __tombertend Mie 
3 g: To. BURIAL CREMATION, Tic. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
FS. ee MOVAL (Specify is 0 < i 
Hi 83 promise | 10/3/57 S. S, Peter & Pauls Cumberland, Maryland 
4 X 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24A)RECA BY REGISTRAR | 24b. pees SIGNATURE 
VS AIS (4) i G : ne } M A 
Vg als (1 y Ile Wayne George Cumberland, Md. wes 3 /PS7 NL 71245 (add/Lamesans l).r, 


” kehing Kepdtre 


ic} 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 091 92 
; imits 
Within corporate UE Q.0'72__ CERTIFICATE OF DEATH 


Reg. Dist. to. 


se 
se M 1, PLACE OF DEATH 2. vival RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
3 OUNTY °. ie 
= 3. / MARYLAND ban cl 
>=N z Maryland Allera 
Be b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
34 RURAL ond give neorest town) 
3g Cumberland Cumberland 
Le: pd d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
=a OR INSTITUTION , (ON A FARM? 
aS ves [] Xo f¥} 
= 5 3 NAME OF First Middle Lost 4. DATE ‘Month Doy Yeor 
s. (ypeor prin) HARRY FRANK SCHOTT Beaty September 14 19 57 
3 5. SEX 6. COLOR OR RACE [7. MARRIED fF] NEVER MARRIED [7] | 8. DATE OF BIRTH 9 i Ui yeon iF ical V YEAR] IF UNDER 24 HRS. 
- px Min. 
a Male White wipowed [] bivorced 7 April 5, 1896 : fave hex 
aa 100, USUAL OCCUPATION (Give kind of work done| 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign a ie CITIZEN OF WHAT COUNTRY? 
os during most of working life, even if retired) 


I /| Painter 


13. FATHER'S NAME - 14, MOTHER'S MAIDEN NAME 


David Schott Helen if 


EASED EVER RES? 17. INI 
15, WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO, 17. INFORMANT 3414 eet h Léstatmeet 
No 278-09-384 u n_C ho b n laryland 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 


2 ONSET AND DEATH 
PART DEATH WAS CAUSED BY Arteriosclerotic Heart Disease By Sars 


DUE TO 


Then please remave carbai 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 haurs After di 


Conditions, if any, which rn 
gove rise to immediote 
coute (0), stoting the under. ( OVE TO 


{c 


L DIRECTOR: After this certificate has been signed by the attending physician ond completely fi 


€ 
& 
Bis 
26 4 Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
= 3 ols Emphy s ema, ves (] NO FF 
mo8 & ] 200. ACCIDENT WAS UNDERLYING ()__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port i of item 16.) 
BS & ] OR CONTRIBUTING LI CAUSE OF DEATH 
e2e © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
= a 2 
ats & [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120. (City or town) (County) (Stotey 
5.28 B Hour an, While Nat ohile. factory, street, office bldg., etc.) } 
Cae ee 3 p.m. 19 fot work [CJ of work H 
eee 
Bae 21. | certify that | attended the deceased fram.__l= eee _<_ , 19-28 that | last saw the deceased 
3 
a 3 alive on. —] — -. and that death Secured ate SM, fram the causes and an the date stated above. 
= 3 5 . ADORESS (Street, city or town, stote) DATE SIGNED 
vo 
= ACTUAL BE £4 < 
Bes f ee Se ..62 Greene St 9-17-67 
£462 
oo5 
J o 


NAME (Type)_.a 3 un Greene. Street, Cumberland, Md... 
Zo. BURIAL, CHEMATION, | 2, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
> sa AL (Sapcity) . 
3 9/18/57 Sts. Peter & Paul Cath. (em. Cumberland, Maryland 
e 23, ier OIRECTOR'S SIGNATURE ‘ADDRESS 2h, RE (ag es BP RA ec REGISTRAR | 246, We bn 
‘ ) 
z ine Pegea 2 </ 


@ 


poge: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Poge 4 


3 A NVaang ¥ 


<! ds 


‘nose s ° 


elained by the hospital ar attending physicion. 


*. 


in by the funeral 


te has been signed by the attending physician and completely fi 


and 2 should be fi 


Then please remove carbon papers. Pages 


the registror prior to burial, cremotion, or removal, ond in any event within 72 hours ofter d 


‘should be detached for use as the burial-tronsit permit. 


poge 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0909 
‘ 90°73 CERTIFICATE OF DEATH 


Reg. Dist. No. 


ih Acree 2. at (Where deceased lived. If institution: Resldence before admission) 
°. 0. STAI b. COUNTY 
allega MARYLAND Maryland Allegan 
b. CITY OR TOWN {It outtide corporote I ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) 
Cumberland 21 yrs Cumberland : 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) STREET ADDRESS +h @. IS RESIDENCE 
OR INSTITUTION, io ON A FARM? 
im alHo 3 25 ck en 
3. NAME OF First Middle lost 4. DATE Month Doy 
DECEASED | 9 OF 
{Type or print) Thomas Willian Shaenholtz Leet) 9 Be 57 
5. SEX 6. COLOR OR RACE |7. MARRIED [2] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR|(F UNDER 24 HRS. 
lost birthdoy) Days inh 
Male mite widoweb [] Divorced [} A QO yn. 
10. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even il retired) . 2 
arpente e mployed Springfield, W. Va USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Brittin Shanholtz Mary Jane Crock 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. d INFORMANT Address 
{¥es, 70, er unknown) {It yan, give wor or dates of service) 
no Mrs. Ruth Shanholtz,C 
18. CAUSE OF DEATH [Enter only one couse per fine lor {a}, (b), ond (cl-] INTERVAL BETWEEN 
hs fe} AND DEATH 
PART |. DEATH WAS CAUSED BY: io 


IMMEDIATE CAUSE {o} 


‘LK DUE TO ae 
Conditions, if ony, which ‘eke OO RO Begone ~ Sas 
Qove rise to immediate UE TO T 
couse (0), stoting the ynder: L 2D) 
lying couse lost. a Le! atiety Zee 


ra Farv l OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
S 
$ ves nNo(} 
= [200. ACCIDENT WAS UNDERLYING []___ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18. 
& JOR CONTRIBUTING CJ] CAUSE OF DEATH 
& | dF EITHER, NOTIFY MEDICAL EXAMINER) 
= 
& [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} (tote) 
roy Hour o.m. While ioiehile loctory, street, office bldg., etc.) | 
= p.m. 19 lot work [7] ot work [7] ' 
21. | certify that | attended the deceased from, oti ee ‘ 19.3 ro Pages 2 19S Zihot | lost saw the deceased 
5 er 
alive on___=<> ez eh ee v7 _. and that death occurred ot” M, fram the causes and on the date stated above. 


PHYSICIAN'S. 2D 
NAME (Type) _CLA DURRETT., M.D 


‘To. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY Tid, LOCATION (City, town, or county} {Stote} 
renOH §Specily) . i : 
rf ura =p b= Da Viema a IMmbe and Mad 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


ame Scarpelli, Cumberland, Ma. 


a if EC/D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 
EL 4 195 Laid (Momsen! id) . 
é © te fu Cat 


i) AVTIng 
£561 oe 


dis 


Ob, 19.5 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0909¢ 
Hy EDICAL EXAMINER'S CERTIFICATE OF DEATH - 


= 
toad 
5 
a 
® 


g2 § Q Reg. Dist. No. 
g 3 4 2. USUAL RESIDENCE (Where deceased lived. If Institutian: Residence before admission} 
. 
25 5 marviano || STATE Md. ® COUNTY AI eran 
= . 3 b. sb Kas pack la ‘corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (16 outside corporate limits, write RURAL ond give neareit town) 
ee 2 ae ; : 
3 = 2 au. c mp nd 
& 5 ee d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street edeeey / ‘STREET ADDRESS @ Sa raoan 
2852 at Sacred Heart Hospital 390 Pine Ave. ves] No C# 
3 3. NAME OF Fint Middle Lost 4. DATE Month Doy Yeor 
= “DECEASED OF 
Le tree Bn Thelma a Smith Sam Sept. 19 57 
‘ieee Poe §. SEX 6. COLOR OR RACE |7- MARRIED NEVER MARRIED. Q B. DATE OF BIRTH. 9. AGE j1" yoo: IF UNDER 1YEAR| IF UNDER 24 HRS. 
sere i oat birthdoy) = in, 
apes female |colored |wwowoQ  oworceoO | June 20-190 be ee 
o 2 ¥ 100, HAUAUG seg (Give kind af wark dane! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
wotn be Ne eS ‘even if retired) rs 
Sse I Ousewit € and Gen! Cleaning - Sewing Cumberland,Md. U.S.A. 
e pe a 13. FATHER'S NAME Machine Companys motHer's MAIDEN NAME 
rea Fred Douglas Minnie Yonker 
et &o 15. WAS DECEASED EVER IN U.S. ARMED Pde 16. SOCIAL SECURITY NO. |17. INFORMANT Addrets 
aSo nm | Hie, no, oF unknown) Itt yes, give wor or dates of service) ee P 
ec no 217-28-0254] (husband) William J.Smith, Cumberland,Md. 
2 = 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL between 
— 4 s 
ek Pear eee Lac Olona ly soeeiisron sudden 
a 3 4 DUE TO . 
& Gonihticrsbaifiiayieenien m_ Coronary sclerosis 


gove rise to immediate coure 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. 


oo 

55 (0), stoting the underlying( OVE TO 

z) Ee couse last. a gale te. 

£ 8 3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)] 19. eS sey a 

3 718 7s ao 
£°8 s ves PR NOT) 
Rss © (200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part I of item 18.) 
aes & (PRIMARY C) or CONTRIBUTING D) 
5 ER 55 | CAUSE OF DEATH. 
gu 3 5 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED |20s. PLACE OF INJURY (Home, form, 120K. (City or town) (County) (Stote) 

ee ral Heur foctory, street, affice bldg., etc.) | 
esa 4 a.m, While Not while 
=e = p.m. 9 at work [7] at work i 
Pee 21. | certify thot | took chorge of the remoins described obove, held on Autopsy [J], Inspection LR, Inquiry FF], and find thot 
338 death resulted from: Notural couses fe], Accident [], Suicide [J], Homicide [1], Undetermined cause []. 
8 
boa 
ec mp, CHIEF MEDICAL EXAMINER [J] Per ae 
5 5 z ‘: ASSISTANT MEDICAL EXAMINER [_] 

EXAMINER'S, A 
me 2 NAME (ype) Le VeDeming M.D. DEPUTY MEDICAL EXAMINERFY Sept .20-1 
A, cate Ro. ish eeu ib, DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (Cily, town, or county) (State) 
sens specify} 
2 rial Bept. 23, 19571 Rose Hill ee | Cumberland, Maryland 
) 23. ae DIRECTOR'S SIGNATURE ADDRESS wy apy, RS SIGNATURE. 
VS. ADSMEG) 

says)’ ~ | Louis Stein, Inc., Cumberland, Maryland. 4 Ls at LU Diyn Vp) 


ee ea Letliig Keg 


“ 
2 
% 
3 
ie 
2 
5 
8 
7 
My 
3 
3 
& 
£ 
3 
2 
£ 
= 
Ss 
3 
4 
3 
Z 
- 
Hy 
% 
2 
74 
$ 
4 
; 
$ 
€ 
° 
fe 
7. 
¢ 
£ 
3 
2 
§ 
= 
Cc 
é 
z 
2 
Fi 
2 
Pe 
& 
< 
¥ 
3 
i 
=z 
a 
9 
<= 
Fd 
i= 
< 
a 
° 
i 
< 
= 
= 
. 
8 
= 
° 
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= 


in by the funeral director, 
ind 2 shauld be filed with 


# 


Pages 


Then please remove carbon papers. 


te has been signed by the attending physician and campletely f 


ained by the haspita! or attending physician. 


L DIRECTOR: After this cert 


hauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours ofter death. 


may 
2x TO FU 
page 


pa 
bas 
< a- “ 


©) 


Q 
~ 


ey 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 95 
975 CERTIFICATE OF DEATH von 0 909! 
m aac Allegany eats 2 o stat Mary: and dgceosed be Coo AL Tegeny 


B. CITY OR TOWN if outide corporate tim ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
ea ayes nearest town} 


rian 1/3/57 52. Cumberland 


d. NAME OF HOSPITAL (If nat in haspital, give street oddress) | d. STREET ADDRESS eS fess 
OR ee ON A FARM? 
Allegany County Infirmary | 211 N. Hampshire Ave. ves] NOOK 


NAME OF First Middle Lost 4. DATE Month Doy Yeor 
{Type oF print) Julia Mm Steen deatd SO pteaber 1, 157 
5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [7] | 8 DATE OF BIRTH 9. AGE (in years RTF UNDER 24 HRS 


Female | White  jwioweK) _vivorceoQ) 6/6/1878 oe. ra Bo Hours | Min, 


Wo. USUAL OCCUPATION Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of pany — if retired) 2 
‘Gael 


ousewl Own Home WARE Beversdele ia Ue. Se Ae 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John A. Bone Mary Jane Tennant 


. Aa pice eC EaS ED CERN u Ser One 16. SOCIAL SECURITY NO. }17. INFORMANTP 20 eBOx 599 Address. Gunberland,Md. 
d None Allegany County Infirmary Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). and (c).[= #NTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o] 


Ux ¢ DUE TO 


Conditions, if ony, which 
gore rise to immediote 
couse (0), stoting the ynder. ( DUE TO 
lying couse lost. te 


Part If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ieee AUTOPSY 


ERFORMED? 


eo No] 


20a. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INSURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour o. m. While Not while factory, street, affice bldg., etc. BH 
p.m. 19 lot work (] ot work [J 


21. | certify fol j ae the deceased from... 7/3/97..._., 19 aaa 1/57... 19:._...that | lost saw the deceased 


alive on. 9/1, /1/ ay and that death accurred ae ORM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURI 


rmucans Dr. Le Be Mathews 


To. BURIAL, CREMATION, | 225. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (State) 
VAL ify’ z * - | 
uria 9/4/57 lillcrest Burial Park Cumberland, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS é bby REGISTRAR | 2ab. REGISTRAR'S SIGNATURE 


John J, Hafer, Cumberland, Maryland he Kbdd) | Dpat dr Lind, 


Chaz Rapes 


Es) 
“4 
=I 
SS 
< 
2 


MARYLAND STATE erie est ae OF HEALTH— BALTIMORE, 18 9096 
item 2 S$ th Cert. G-15=57 am ) 
Within corporate Motts 6 7 6°" “CERTIFICATE OF DEATH 


oa 


Reg. Dist. No. 


2 1, PLACE OF DEATH 3 2, USUAL RESIDENCE (Where deceoted lived. IF imtitution: Residence before eae) 
3 2, COUNTY maavuann || ° STE Wes TGynia v.county Ham NWeTaN ) / 
3 A ANY tAND EGANY 
. g b. CU oe TOWN [If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
:  CUMBERLA / 85 
2 ( i 
2s no CUMBERLAND! Okonolo 65x 
Aye od. NAME OF HOSPITAL {If not in hospitol. give street oddress) d. STREET ADDRESS e. 15 RESIDENCE 
= a 0 OR INSTITUTION ri ; ae ON _A FARM? 
23 OR IAL HOSPITAL RY #: (AMS “ROAD ves) no} 
€ 
° 3. NAME OF First Middl Lost 4, DATE Ye 
DECEASTD irs iddle ry of ; ‘Month Dey ‘eor 
Ss eee CiRIST INA ARY RIEB kell BER 195 


Pages 


S. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [XJ | 8. DATE OF BIRTH basis 0 xeon | 
FEMARE WHITE |wiooweo Gg] vivorceo C] AuGUST 15,1957 | 2 Ma.. 


& I 10e. USUAL OCCUPATION (Give kind af work dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during mest of working life, even if retired) 
eu f] None 
8 6 13. FATHER'S NAME ce MOTHER’ 'S MAIDEN NAME 
8% 
ez OSCAR RIEB |__| RENE CONN. 
£ 3 1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? 16, SOCIAL SECURITY NO. [| 17. INFORMANT Address 
Tat, no, or unknown) {it yes, give wor or dotes of service) 

aS 2 No Nasa MEMORIAL HOSPITAL CUMBERLAND, MO. 

c 


INTERVAL BETWEEN. 
ONS! ND DEATH 


o 


18. CAUSE OF DEATH [Enter only one couse ine for fo). (b). ond (c} 
PART I. DEATH WAS CAUSED BY: “ ? 


IMMEDIATE CAUSE fo) 


Then 


DIRECTOR: After this certificate has been signed by the attending physician and completely fi 


ADDRESS (Street, city or mpycre) 5 Vid SIGHED 
, - ha Vb Yo 
ewan A EA Bso Lzlemercen Sb Cem bee lated Mb, 


FA 
i. 
£ DUE TO 
tf 
ae Canditions, if any, which G27 
Eo gove rise to immediote 
gs cause (0), stoting the under ( DUE TO 
e%*=9 lying couse lost. 
Seas ee {c) 
Bees : Paxr Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
> bet - 
4808 3 ves P] Nol] 
ao29o u 
e585 © 200. ACCIDENT WAS UNDERLYING [J __ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Part | or Port Il of item 18) 
28 e5 | fe citvice, NOWHY MEDICAL EXAMINER, 
c o vu 
- i ~ 
e3 eee eee 
S585 & |e. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) {Stote) 
5285 a Hour 0. m. While Nat while: foctory, street, office bldg., etc.) 
ges = p.m. 19 fot work [] ot work [7] ' 
ere , Ss) 
gis & 21. | certify thot | attended the deceased from.___ 7 afi... MSA pent oa A eee ,19..3Z.that | last saw the deceased 
a 4 . ‘ 
a $3 alive an = Oz00AIK, fram the couses and an the date stated abave. 
2 
ae 
2 £5 
Eapea 
he ans 
og8 8 
mS 
+m 
Gt 
° 
i 


Zo. platy niceeny 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) {State) 
mA 
bieTa"" | Sept. 17,1957| Levels Cemeter Levels, W. Vas 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


pe & 
° 
- 73. FUNERAL DIRECTOR'S SIGNATURE ADORESS: Qda, REC'D BY REGISTRAR ‘2ab, REGISTRARS SIGNATURE 
Charles L. George Cumberland, Md. i / 
Yale ge, ’ pat of 196 WA Maa) rai WH Wl. 


b fp KV ; Cgestias/ 


¥ ‘A NvaIung 
e50t das 


Darsosel 


Wi ] MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09097 
- Corporate} limits 
{ CERTIFICATE OF DEATH By 
& ve es i 2. vse read (Where deceosed lived. If institutian: Residence befare admission) 
Su % ALLEGANY MARYLAND * MARYLAND ® county’ ALLEGANY 
Be b. CITY OR TOWN [IF autside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporate limits, write RURAL and give nearest lown) 
5a RURAL and give nearest town) ‘oA BARTON 
33 CUMBERLAND 68 DAYS X 0 
2 2 d. Nave Cr Rema {If nat in hospital, give street oddress) yo STREET ADDRESS e. Eg NE, 
ae MEMORIAL HOSPITAL ves no 
a) 
. 5 3. NAME OF First Middle tost 4. DATE Month Do Yeor 
s. (Type or print) EVELYN SUDER Siam SEPTEMBER 6 19 De 
° 5. SEX 6. COLOR OR RACE [7. MARRIED [Q] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNOER 24 HRS 
A re 1s jours in. 
F FEMALE WHITE wivoweD [) Divorced [) MARCH 26, 1918 \ 3 Pep Menths] Days ™ 
oe 10a. saa OG UPATON ‘ kind ii i 10b. KIND OF BUSINESS OR INOUSTRY {11, BIRTHPLACE (State ar foreign country) P CITIZEN OF WHAT COUNTRY? 
ce Juring most af warking life, even if retir 
House Own Home MARYLAND Us Se Ae 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 CECIL BROADWATER GERTRUDE BROADWATER 
8 Dakar cee U, $. =. foresee 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
Ht yo, give wor oF date ot varie 
£ (2) MEMORIAL HOSPITAL = CUMBERLAND, MD. 
3 18. CAUSE OF DEATH [Enter only ane caute per li F (0). (b}. and {c}.] INTERVAL BETWEEN 
a PART 1. DEATH WAS CAUSED BY: CY : a paras h 
§ pep ap IMMEDIATE CAUSE (a), 
é 3 DUE TO ‘s 
Canditians, if any, which (b) 
gove rise ta immediate bue To 


caure (a), stating the ynder- 
tying couse fast. {o). 


Parr Il, OTHER SIGNIFICANT/GONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED od THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
} gr PERFORMED? 
YGF: [1-57 5 Metz. ' SBA 7. ves) Not 


200. ACCIDENT WAS UNDERLYING OT] 20b. DESCRIBE HOW INJORY OCCURRED. {Enter nature af injury in Part | ar Port Il of item 18.) 
OR GONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


MEDICAL CERTIFICATION. 


a 
20. TIME OF INJURY Manth, Day. Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, farm, { 20F. (City or tawn) (County) {Stote) 
Hau. oe GMa ier ohne foctary, street, olfice bldg., etc.) | 
p.m. 1 lat wark [) at wark [J Hi 
ria 4 
21. | certify ded the deceased fram.__ (eae A ale 9.2. (tO ae m7 19.<a2 shat | lost sow the deceased 


alive. any. 97 se Sie = cue ee death accurred d 1040p 'M, from the causeséand on the date stated above. 
ADORESS (Street. city oF f 


aes SMR ec WIUEAMS. tg le 5 oe be 


Za. eae cE 2%. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. tawn, ar county) {State} 
Al IPC 
Barvat""” |sept. 9, 1957| Mt. View Cenetery Moscow, Maryland. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 2h. si si 


® 
Vs A180 Boal Funeral Home, Westernport, Maryland. heh p 719 oe 


L DIRECTOR: After this certificate has been signed by the attending physician ond completely 


tained by the hospital or attending physician. 


- 


page "should be detoched for use as the burial-transit permit. 
the registror priar to burial, crematian, ar remaval, and in any event within 72 hours 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death’ Page 4 
may 


TOF! 


— 


1. PLACE OF DEATH 


mm by the funeral directar. 


ind 2 shauld be 


a 


DR.BRINSFIELD MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Within corporate MH yy CERTIFICATE OF DEATH 


09098 


Reg. Dist. No. 


a Perils apa! (Where deceased lived. If institution: Residence before admission) 


0, COUNTY re piy om | ©. STAI b. COUNTY 
A AN) 
b. as New (If outside corporote limits, write [| ¢. LENGTH OF STAY IN tb. c. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 
ont GOMBERLAND 160AYS CUMBERLAND 
d. NAME OF HOSPITAL (If not in hospitol. give street oddres) d. STREET ADDRESS @, 1S RESIDENCE 
OR INSTITUTION 4 ; ON A FARM? 
MEMORIAL Hlospital 12 WAVERLY TERRACE ves] Nol 
}. NAME OF i 4, DATE 
DECEAGD: First Middle lost oF Month Day Yeor 
9 


(Type or print) ALLR E TWIGG DEATH 
S. SEX 6 COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [} | 8. DATE OF BIRTH 9 AGE a or 
0 ‘5 ; 
FEMALE WHITE |wiooweo CX —ovorceo OCT 26, 1889 yon, Hours | Min, 
f'00. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Got or foreign country) 
during most of working life, even if retired) z 
YLAND Alleg. Co, 


12. CITIZEN OF WHAT COUNTRY? 


USA 


Own Home 


13. FATHER'S NAME 


Yes. no. oF onkniowa) Ut yes. give wor or dates of service} 


llousewife 
14. MOTHER'S MAIDEN NAME 


BILBERT, WILLIAM SUZANNE DEAN 


15. WAS DECEASED EVER JN U. S. ARMED FORCES? IP SOCIAL SECURITY NO. ik INFORMANT Address 


Nine MEMORIAL HOSPITAL CUMBERLAND, MD, - 


No 


Then please remove carbon papers. Pages 


L DIRECTOR: After this certificate has been signed by the attending physician and completely 
MEDICAL CERTIFICATION 


jould be detached far use as the burial-transit permit. 
the registror prior ta burial, cremation, or remaval. and in ony event within 72 hours ofter death. 


HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after death: Page 4 
toined by the hospital or attending physician. 


page 


may 
TOF 


a 
> 


TO 
—< 
z 
Se 
oe 


18. CAUSE OF DEATH [Enter only one couse per line for (a). (b}. ond (€).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: . 
IMMEDIATE CAUSE (0) OnE, aed 
[74 x DUE TO 
Conditions, If ony, which o 


gove rite to immediote 
couse (0), stoting the under- ( OVETO 


lying couse fost. © 


Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Reetcaeenal 
ves [] No (7 


20a. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour 0. m: While Not while foctory, street, office bidg., ete.) | 
p.m. 19 lot work (J of work [J ‘ 
21. | certify that { attended the deceased from__2 7S & =e , 2s + OL nabs £2 19.8 Phat | last saw the deceased 


alive an____ L$ 


19_-& _/, and that death accurred #30PM----M, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


AEWA fis, 25% Oi OEE 
TAME (yee) WS pee ES ae eee Loh, 


‘Wo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) : 
Busi g tf Burial Pz mbe n Me z 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘do. REC'D BY REGISTRAR | 24b REGISERAR'S IGHATURE 
Z, 


John J, Hafer, Cumberland, Ma od Dar ALS 7 UE GAOL LAE, Mb. 


3A NVvaNng 


3 63S 


| ® 
03 EE | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , 
92g CERTIFICATE OF DEATH wc omn, Oy099 


18. CAUSE OF DEATH [Enter only one cause per line,far (0), (b), and (c)-] 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o! 


DUE TO 


Conditions, if ony, which o 
pove rise to immediote : 
cause (0), stating the under. ( OVETO 


lying cause la ©. 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(o)|19. Met li 


RMEO? 
yes] NO 
20e. ACCIDENT WAS UNDERLYING () | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter notyre of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING () CAUSE OF DEATH ‘ ~ 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ord 
20. TIME OF INJURY Month, Day. Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Caunty) (State) 
Haur 0. m. White Not while factary, street, affice bldg., ete.) | 
p.m. 19 Jot wark 7] ot work (J) ‘ 


21. | certify that 1 attended the deceased a aes Lewd to_ bed. pee WS Aathat 1 last saw the deceased 
; ject 


alive an__9 ee WK D__, and th 
y Via. 


INTERVAL BETWEEN 
ONSET AND DEATH 
re 


az 


Then please remove 


~~ Je Ha 
% a ¥ wv hh. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived. If insftuiom: Residence before admission) 
2) ecto : 9. Cou! °. b. COUNTY 
* 32 Allegan some’ Maryland Allegan 
£ B% b. CITY OR TOWN (if outside corporate limits, write |e. LENGTH OF STAY IN 1b €. CITY OR TOWN (if outside carporate limits, write RURAL ond give nearest town) 
g 8 3 RURAL and give oe town) ie en & 
4 ee ME avage e Xd « Savage 
5 25 g aa g 
2- #2 d. NAME OF HOSPITAL (If not in hospitol, give street address) ¢. STREET ADDRESS . 15 RESIDENCE 
+. =5 OR INSTITUTION ; ‘ON A FARM? 
ee ves noO 
2 oss 3. NAME OF First Middle 
x ; 
:& Cv ri GEORGE ROBERT _—UHL 
= Qo 
- 5 7. 8. DA’ F BIR 9A i] 
= é 5. SEX 6. COLOR OR RACE MARRIED [BE NEVER MARRIEO [1] | 8. DATE OF BIRTH AGE Tere mm 
a 5 male white |wioowr Divorceo [) <6] yn. 
2 ag 103. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 se " during mast af working life, even if retired) 
Hy ‘lre ed molde B work Maryland Us 
isi I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 Richard Uh . a 
= Ts. WAS DECEASEO EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= {¥es, #0, oF unknown) {It yen, give war or datat of service) 
sy L.~01=-0104 M Alice Uh M avage, Md 
9 
8 
vo 
© 
< 
ay 
€ 


jires 


-transit permit. 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR 


L DIRECTOR: After this certificate has been signed by the attending physician and completely 


auld be detached far use as the buri 
trar prior to burial, cremation, ar remava!, and in any event within 72 houry after di 


PHYSICIAN'S 


etained by the haspito! ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ’ 


NAME {Type), 
a a tn wes oe ee ag A een ee we 
+4 720. BURIAL, CREMATION, | 72b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or caunty) (Stote) 

bE OS REMOVAL (Specify) 

ee B a 0-6- weorge Cemetery t, Savage d 

4 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2ho, REC'D BY REGISTRAR b. REGISTRAR'S SIGNATURE . 
‘ ba 
tie J.R. Durst, Frostburg, Md. oate Sets 19-571 [Jor enca gaa) v1 


{ psrinn 


3A NvTuN 


Darsostl 


NE ee ee ee ee ee ee ee a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9079 CERTIFICATE OF DEATH 


09100 


kK 
~ 
§ 
3 
§ 


a Reg. Dist. No. 
. 8 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before adm be 
°. 
$2 ALLEGANY MARYLAND ANIA ® COUNTY _ BEDFORD 
Be B. CITY OR TOWN (If outside corporate limits, write | €. LENGTH OF STAY IN 1b ©. CITY or TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 tum Aveta nt) town) HYNOMAN i 
$2 2 DAYS fo X --~ 
eo T iT 
28 “OES Sa CE ROT HE" OSPYTAL , caer ~ Basia 
5S MEMORIAL & WARWICK AVES., | ves (] No (J 
ce 
= |. NAME OF E - 
°° 3; DECEASED First Middle lost 4 alg Month Doy Year 
A (Type or print). ALBERT Ge WATSON DEATH SPPTEMBER 28 
. i is % i IF UNDER } YEAR| IF UNDER 24 HRS. 
g 3. SEX 6. COLOR OR RACE |7. MARRIEDK] NEVER MARRIED [-] | & DATE OF BIRTH me ie 
“ MALE WHITE wipoweo (] oivorceo(} | NOV.5 £E ia 3 yn, 
& z ick OCCUPATION (Give kind of vane gore 10b, KIND OF BI ysl SS OR INDUSTRY ~ BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Cae luring most of worki even if retir 
Be / 1 a OO Leee WeVA. Sf 
g & 13. FaTHyS NAME [ MOTHER'S MAIDEN NAME 
af I DAVID WATSON MARY E. KELLY es 
5 


15. WAS/DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. fe) Address 
(Yes, no/h yAtngwn) IIT pes, gee wor or data of tervice) a 
(a) iD OS-/ 2-48 Lore, 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAW BETWEEN 


PART 1. DEATH WAS CAUSED BY: 7 . ONSET AND DEATH 
IMMEDIATE CAUSE (o] 


fe DUE TO 


Conditions, if any, which (by 
gove rise to immediote 


cate has been signed by the attending physicion and completely f 


g 
© 
= 
: 
. 
5 
: 
é 
aE 
Eo 
gc couse (0), stoting the under. ( OVE TO 
OF: 7" lying couse lost. a 
ce a z Parr ll. OTHER SIGN) nage cos TONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fo]/19. WAS AUTOPSY 
a eae Ole } Ly 
+ B8 64 Li DPA, ED eo No 
one = [200 ean WAS UNDERLYING < 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Port Il of item 1B.) 
s = & | OR CONTRIBUTING EL] CAUSE OF DEATH 
2225 & | (IF EITHER, NOTIFY MEDICAL EXAMINER] ai 
oss G f20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20f. (City of town) (County) Ae 
3.29% 8 heer tom. RS. We aw foctory, street, office bldg. etc.) | gs 
si fe € 4 p.m. Ww lot work {] ot work [J t oie 
3.85 3 a, 
Pe poe 21. | certify that | attended the deceased fromPaZee..-.-----. SZ, toe 2 = FE, SZ Zihat | lost saw the deceased 
<2) j 
Se $3 alive an__. 2 Fe WE ZL and that death occurred at_9s5! 5>5--™. from the causes and an the date stated ave. 
Be 3 3 7 Le ADDRESS (Street, city or town, stote) -, DATE SIGNED 
= ACTUAL a 
rer SIGNATUR é Mig. (VG Pietbte tithe... fio WE bX LESD 
f525 / 
Ou. 38 PHYSICIAN’! 
La Se | ee ees yeh el A LE Re 
& 
e 
Fe 


A (2 
tS we ee va 1 os ity, town, op county) —- 
a7, A 
es Lor 4 ae A REGISTRAR’S SIGNATURE 
YS. AIS (4) YY Uy, A 
1SM 9/55 &K Uh, AL (lieK VBI 


Ce4 Lead Pipeoli 


moy 


TOF 


page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death: Page 4 


Within cKearale tien MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0910 
ai cage tte, 9980 . CERTIFICATE OF DEATH saiitich en Baa 


ie peter ale 2. USUAL RESIDENCE (Where deceosed lived. If institution: Retidence befare odmission) 
a. Cot 


©. STATE b. COUNTY 
ALLEGAN MARYLAND ARYLA 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


D - AN 
b. CITY OR TOWN (if outside corporate fimits, write ¢. LENGTH OF STAY IN Ib 
RURAL ond give neorest town) 2 
IMB 7 14 DAYS LUKE ; 


AN 
NAME OF HOSPITAL (if notin Rowpitol, give sreatoddres) d. STREET ADDRESS —/ 15 RESIDENCE 
s) (EMORILAL HOSPITA FAIRVIEW STREET ves G_ NOR] 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs ofter death: Page & 


in by the funeral 
and 2 should be filed with 


3 a be Se Fint Middle lost 4. pert Month Doy Yeor 
v. (Type oF print) MINNIE beara SERTEMBER 3 19 5] 


5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors 


last birthdoy) 
FEMALE WHITE wipowedg} _oivorceo 1) 6 


yn. 
, | 100. USUAL OCCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY 


IF UNDER 1 YEAR| IF UNDER 24 HRS, 
Min. 


11. BIRTHPLACE (Stote or foreign country) 12, CINZEN OF WHAT COUNTRY? 


= during most of working life, even if retired) 
Housewi fe Qwn Home MARYLAND U, S.A 
& qd +413. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
RANUM RSON TEAL, MARY , McMANUS 
Rap ea RE Een=eO aU Us he fea 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
) No MEMORIAL HOSPITAL j _-__CUMBERLAND, MO. 


18, CAUSE OF DEATH [Enter only one couse par line for (a). (b). ond (c)-] 


PART I. DEATH WAS CAUSED BY. 
IMMEDIATE CAUSE on Mawar mrvgerertleah 1 fae Lum 
DUE TO . 
Conditions, if ony, which (b) Corenersy aptery chivg tae 
gove rise 10 immediote 
couse (0), stoting the ynder. ( OVE TO 
lying couse lost. </> © 


INTERVAL BETWEEN. 
ONSET AND DEATH 


> 


Then please remove carbon papers. Poges 


ta burial, cremotion, or removal, and in any event within 72 hours 


= 
s 
2s 
a 
€ 
° 
8 
7 
Hy 
6 
Ps 
S 
8 
g 
z 
a 
is 
2 
£ 
i] 
© 
£ 
= 
z 
> 


E 
£ 
& 
era 
= 
285 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]|19. WAS AUTOPSY 
Rot = Be a 
£33 3| Qeafetes Wutltt- vSE) NO 
ED, = | 200. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
3 & | OR CONTRIBUTING L) CAUSE OF DEATH 
eee © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
oe S 
o5 8 & 2c. TME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. farm, | 20f. (City or town) (County) (State) 
5.2 8 6 Hour a.m. a While Not while foctory, street, office bldg., etc.) A 
BE 5 = p.m. jot work [] of work [J ' _ 
03 21. | certify that | attended the deceased from Ace Jd... 195-2. 0A pat: S____., 19.:5.Tihat | last saw the deceased 
<2 A a 
= e 3 alive on<hbfad pe : 122072 and that death accurred at.__L3QOP.M, from the causes and an the date stated abave. 
a os ADDRESS {Street, city of town, state) DATE SIGNED 
(3 = : 4 
Lhe AL A = 
pees SIGNATUR MO. Shack y ¢ Sens &, 1? L.. 
eaza : 
Babs PHYSICIAN'S & L z te D 
ry <3 name(typ) DR» THOMAS LEWIS Nt tC 
> Mo. BURIAL. CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
ed 8 . REMOVAL (Specify) 
Eo st Bi a ep g gy Philos ery ,_|Westernno Ma ry land 
- 23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS <EC'D Zab. REGISTRAR'S SIGNATURE 
VS AIS (4) F F Ke r Vv hi g p Yr 
vs Al5. redlock Funeral Home, Piedmont, West Virginia hy, 7 LA bbls) Bot ted le 


(hileva fais 


8X nvvand 


éS6L OT ddS 


ie epee 


- Ras MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09102 
Within corporate IQ 34 CERTIFICATE OF DEATH 


Reg. Dist. No. 


| INTERVAL BETWEEN 


; 18. CAUSE OF DEATH [Enter only one couse per line for {0}. (b). and {c).] 
oe Be 


F G 3 i 
rman onus sey, Coronary Occlusion 


2 HI DUE TO 


se | 
33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before omission) 
=e we ALLEGANY maryiano || & STATE COUNTY 
Be b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN Ib . CITY OR TOWN (If outside f ite RURAL and give nearest town! 
5a M fukALanh grueSCaR i Nil ala ‘a ps u 
£5 "i : 
“3 \ J CUMBERLAND MINUTES 
22 ” d. NAME OF HOSPHAT (If nat in hospital, give sireet oddress) d. STREET ADDRESS @. IS RESIDENCE 
iA OR INSTITUTION / ON A FARM? 
23. 62 SACRED 1} : TAL ves] NOD 
Pa 3. NAME OF First Middle lost 4. Date Month Day Year 
. 4 Weal) HUGH P 1T1 pea SEP! 6 19 Bis 
e 5. SEX 6. COLOR OR RACE |7. marrieD [] NEVER MARRIEQ™] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR] IF UNDER 24 HR 
ei last birthday) [Months] Days | Hours Min. 
4 7 MA HITE wipowep [] VORCED [] FER p o0 5S yrs. 
= 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
z during most of working life, even if retired) 
€ Retired Seaman US Mt. Savage, Md. 
2 
8 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
o 
¢ EWIS WIT’ __ Catherine O'Callaghan 
2 15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E (Wan 00. oF untntwn) l pa ere dake of seen) 
: /|_yes__ 11920-1941 12576528 _  ——— — 
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Gandilicns:itionys high “s Coronary Heart disease Pas 
gove rise lo immediate 

couse (0), stoting the under DUE TO ri : 

tu @__Brouciial astima,chronic iste 


PERFORMED? 


yes 1] Nog] 


ry 


Cataracts,eyes ,vileterul 


200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part I! of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ions 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) {Stote) 
ldaur a! ne While Narahile factory, street, affice bldg., etc.) | 
p.m. W fat work (J at work J Hons ‘ 


21. | certify that | attended the degeas 205. 19.22, to Jeph, 16... 19.57 thot | lost sow the deceosed 
Pts Ss:._ 19. 
ADDRESS (Street, city of town, stote) 


; ACTUAL 140 Bedford St., 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 


MEDICAL CERTIFICATION 


7 : 
rom. Ue 


clive ons: 


L DIRECTOR: After this certificate hos been signed by the attending physicion ond completely 


ould be detached for use os the burial-tronsit permit. 
the registror prior to burial, cremotion. or removal, ond in ony event within 72 hours ofter death. 


Name(s) JaaeS P. Hallinan M.D.  — Cunberls 


‘Te. BURIAL, pee oN: ‘Mb. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Td, LOCATION (City. town, or county) {Stote) a 
Burret” |9/20/1957 |Arlington National Cem. Arlington, Va. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 hours offer death: Page 4 
moy be retained by the hospitol or ottending physicion. 


nd 
a 
2 23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 2éa, REI ip BY REGISTRAR | 24b. REGISIAY R'S SI TURE 
Ae Byron Kight umberland, Md One ade 1h, /9S; a Aad. 
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‘ 3] \ Iasi . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09103 
S09 CERTIFICATE OF DEATH Reg. Dist, No. 


LP Se acetal A be hie (Where deceosed lived. IF institutian: Residence before odmisifan) 
os Allegany marvano || ° "ATE Maryland county Al legany 
b. CITY OR TOWN (If autside carporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {iF outside corporate limits, write RURAL and give nearest town) 


ba Wale. 30 years lly 7, La Vale 


A a NAME OF HOSPITAL (I notin hospital, give strect oddress) J. STREET ADDRESS «. 1 RESIDENCE 
TO 0 La Vale St. / 10 N/ La Vale St. Yes [] NO 


3. NAME OF First BAM apa . 
DECEASED ie sivas lost Month Doy e0t 


(type or pnt) ALVIN E. YASTE bam Sept. 1, 1957 5 


5. SEX &. COLOR OR RACE |7. MARRIED IX] NEVER MARRIED [7] | DATE OF e1RTH 9. AGE (in yeors FUNDER VEAR[IF UNDER 24 FAS, 
. lost birthdoy oe 
v) Male White |wiows — vivorceot] April 17,1899 5S yn. pee nel 


n by the funeral 
nd 2 should be f 


Pas 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 


ORMER erk Draft Board Lonaconing USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Phi p Yaste Blizabeth Wiland 
feed Se eS ‘S. ARMED poner 16. SOCIAL SECURITY NO. [17, INFORMANT Address 
/ Yes WWT""""'|214 05 6661 pmily Yaste, La Vale, Md. 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (e).} INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: X& ONSET AND DEATH 
. \MMEDIATE CAUSE (o] 
a 


ys DUE TO. 
Conditians, if any, which (0) 


gave rise ta immediote 
cause (a}, stating the under. ( DUE TO 


lying couse lost, a 
Part WW, OTHER el a CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ae WAS AUTOPSY 


O 5 — . vy F Awe iste ae Q “ PERFORMED? 


yes (] NO 
200. ACCIIPENT WAS UNDERLYING 1) | 20b, DESCRIGE\HOW INJURY OCCURRED, (Enter nature of injury in Port | ar Port Il af item 18.) 
‘OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY tHome, form, 5 20f. (City or town) (County) {State} 
Hour a. n, While Not while factory, street, atfice bidg., etc.) | 
am, lat work [] ot work J —— ‘ -- 


p.m. 
21. 1 certify that | attended the deceased from LUM 2, Wes tome) TS. 1944L.,that | last saw the deceased 
alive an_s ma =, wa , and that death occurred ot_fo._4._M, from the causes and on the date stated above. 
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Then please remove corbon po} 


c ding physician. 
L DIRECTOR: After this certificote has been signed by the ottending physician and completely 


auld be detached for use os the burial-transit permit. 


|, cremotion, or remaval, and in any event within 72 hours after di 
MEDICAL CERTIFICATION 


PHYSICIAN'S pare Qed oh Wd 


NAME (Type! eR yerna M D 
Zo. SR CRMC 2b, DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county} 
Burial | 9/4/1957  |Hill Crest Cemeter Cumberland, Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2a. REC'D BY REGISTRAR | 24b. REGIS RAE'S epee 


Byron Kight, Cumberland, Mg. | AY, 
v 


= —_ ADDRESS (Street, city ba state) DATE SIGNED 
ratte igo OQ. CreQad uo 12S Waid teow Ce vhf 
{ ) 


the registrar prior ta burial, 
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